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EDITOR’S COMMENT 


gery arestressed in thecurrent issueof the AB- 
stract. Theimportance of surgical diseases 
of the colon is emphasized in three abstracts by 
Rankin (p. 195), Homans (p. 197), and Larimore 
(p. 196). The surgical treatment of pathological 
conditions of the left colon, carcinoma of the colon, 
and diverticulitis are discussed in detail. Dible 
of the University of Manchester, in attempting to 
determine by histological studies the etiological 
relation between gastric ulcer and cancer (p. 188), 
concludes that it is not usual for a gastric cancer 
to originate in an ulcer. Brown (p. 190) of 
Edinburgh, after analyzing the late results in a 
series of forty-nine cases of perforated gastric 
and duodenal ulcer, decides in favor of immediate 
gastro-enterostomy combined with suture in the 
treatment of perforated ulcer. Pringle (p. 186) 
emphasizes again the value of jejunostomy as a 
life-saving procedure in the treatment of peri- 
tonitis. Walton (p. 190)discusses the treatment 
of cardiospasm with particular reference to the 
treatment of late cases by manual dilatation of 
the cesophagus from within the stomach. 
Papers on the surgical treatment of obstruct- 
ing prostate by Hatch (p. 223) and the pre- 
operative treatment of hypertrophy of the pros- 
tate by Thomas (p. 222) are helpful contributions 
to the section on genito-urinary surgery. Bumpus 
(p. 225), in discussing the treatment of infections 
of the urinary tract, calls attention to the im- 


F Spee of phases of gastro-intestinal sur- 


portance of removing primary foci of infection 
about the teeth without waiting for destructive 
changes which may be demonstrated roentgeno- 
logically. Helmholz and his associates contribute 
two interesting papers (p. 218) which detail their 
experimental work on the action of the kidney 
in eliminating bacteria introduced into the blood 
stream. 

Lockhart’s bacteriological studies of the vaginal 
and cervical flora during pregnancy (p. 210), the 
report of Andrews, Maclean, and Bourne on puer- 
peral sepsis (p. 214), and Bigger and Fitzgibbon’s 
investigation of the etiology of puerperal fever 
(p. 215) indicate the constant attention that is 
being directed toward the solution of the centuries- 
old problem of postpartum infection. 

Graves’ paper on contra-indications to the use 
of radium in gynecology (p. 209) and McGlinn’s 
report of unforeseen accidents following the use 
of the Rubin test (p. 204) emphasize again the 
necessity of conservatism and watchful care in 
the use of apparently simple and harmless diag- 
nostic and therapeutic procedures. 

Cattell’s studies of the pathology of exoph- 
thalmic goiter before and after the administra- 
tion of Lugol’s solution (p. 177) and Sicard and 
Laplane’s report on the use of iodized oil in the 
diagnosis of obscure cases of cord compression 
(p. 179) are interesting contributions which con- 
cern some recent advances in surgical treatment 
and diagnosis. 
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Pieri, G.: The Radical Treatment of Epithelioma 
of the Parotid (Intorno alla cura radicale dell’ 
epitelioma della parotide). Arch. ital. di chir., 1925, 
xl, 41. 


Pieri reports the case of a 42-year-old woman who 
had had a tumor in the region of the left parotid for 
ten years. The neoplasm was diagnosed pre-opera- 
tively as a malignant, and probably epithelial, 
tumor. 

At operation under rectal ether anesthesia an 
oblique incision along the anterior margin of the 
sternocleidomastoid was made from the superior 
margin of the thyroid cartilage to the anterior mar- 
gin of the mastoid, the external carotid artery was 
ligated at the level of the hyoid bone, the mastoid 
was divided 1 cm. from its apex, and the sternoclei- 
domastoid muscle was turned back to obtain access 
tothe tumor. The mass removed included the tumor 
and a free margin around it, the lymph glands of one 
side of the neck, the facial nerve, the posterior 
digastric, and the posterior fibers of the masseter. 
This left a defect 8 cm. high and 6 cm. wide, showing 
at its base the temporomandibular articulation and 
the styloid apophysis with their muscles. The 
cutaneous defect was covered with a pedicled flap 
of skin cut from the posterior margin of the incision, 
and the wound was closed around a drain. 

The loss of the retro-auricular substance and the 
serious paralysis resulting from the loss of the facial 
nerve were dealt with in a second operation thirty- 
three days later. The superficial defects were filled 
with Thiersch grafts. For the facial paralysis, the 
muscular neurotization as proposed by Gersuny in 
1905 and demonstrated experimentally by Erlacher 
im 1914 was used. This method, which is little 
known, consists in the implantation of a strip of 
healthy muscle into the paralyzed muscle. It is 
based upon the theory that the nerve filaments of 
the - ear muscles will penetrate the paralyzed 
muscle. 
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The author cut a strip between 6 and 7 mm. long 
from the anterior margin of the temporal muscle 
with its base downward, and another strip from the 
masseter with its base upward. These strips, both 
of which were innervated by the fifth cranial nerve, 
were sutured into the incised orbicular muscle and 
the muscles which move the angles of the mouth. 

The operation was followed by suppuration in 
the incision which jeopardized the grafts and 
necessitated further operative procedures. However, 
despite the suppuration, it was evident when the 
patient finally recovered that the grafts had partly 
taken and that the facial paralysis, although still 
present, was considerably lessened. The paralysis 
of the mouth was relieved, but the palpebral par- 
alysis was decreased to only a very slight degree. 

The author concludes that the effect produced was 
due entirely to the muscular transplant and not to 
the conduction of nerve filaments. He believes that 
better results would have been obtained if the 
neurotization had been done at the time of the 
operation for the removal of the tumor. 

W. A. BRENNAN. 


EYE 


Lawson, Sir A.: Tints and Their Value. Proc. Roy. 
Soc. Med., Lond., 1925, xviii, Sect. Ophth., 24. 

The author gives timely advice on the use and 
abuse of tinted glasses, especially those which sup- 
posedly protect against ultraviolet light. His argu- 
ment is that little ultraviolet light penetrates the 
atmosphere of the earth, and of this small amount 
a great deal is absorbed by the cornea and lens. 
Furthermore, the healthy eye has no need of greater 
protection than that afforded by nature. 

The infra-red light, however, penetrates the at- 
mosphere and the refractive media of the eye. The 
only protection afforded the eye against these harm- 
ful rays is the pigment of the uveal tract and the 
contractile power of the pupil. A healthy eye thus 
protects itself from both ultraviolet and infra-red 
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light. Consequently indiscriminate ordering of 
tinted glasses is unscientific and should be dis- 
couraged. 

However, where there is intense light as in the 
mountains, long-continued exposure to high light, 
or a glare, and in certain occupations, both ultra- 
violet and infra-red rays are increased in amount. 
The normal eye takes care of the former better than 
it does of the latter, but in such cases tinted lenses 
are beneficial. 

Fieuzel cuts out all of the ultraviolet, almost all 
of the violet, much of the indigo, and some of the 
blue and green, but practically none of the infra-red 
rays. 

The choice of tint rather depends upon the effect 
that the tint has on the subject. Smoked glass is 
today as valuable as it ever was but it has the dis- 
advantage of being somewhat depressing in its 
general effect. Fieuzel, which is just as effective 
without interfering so much with the color scheme, is 
often preferred. Crookes’ glass also is excellent, 
especially the variety which has a smoke tint and is 
known as Crookes’ B, or Crookes’ Bz. In any case, 
however, the author disapproves of too much pro- 
tection in this way but believes that in all cases of 
cataract, from whatever cause, tinted glasses should 
be worn in bright sunlight or in a glare. In Lawson’s 
opinion, there is nothing more harmful in the early 
stages of cataract than exposure to bright light. 

Tuomas D. ALLEN, M.D. 


Duke-Elder, W. S.: Changes in Refraction in 
Diabetes Mellitus. Brit. J. Ophth., 1925, ix, 167. 


Duke-Elder reports three cases of diabetes in 
which the refraction was determined under cyclo- 
plegia when variations in the blood sugar were 
noted. In the first case the patient was vigorously 
treated for diabetes and developed symptoms of 
hypoglycemia. He complained of dimness of vision 
and showed a marked hyperopic astigmatism. When 
the carbohydrates were increased and the insulin 
was decreased the total hyperopia was decreased. 
With an increase in the blood sugar the patient 
became more myopic, and when the sugar decreased 
he became more hyperopic. 

In the second case vigorous diabetic treatment 
caused a marked increase of hyperopia—a total of 
9 diopters in one axis in one eye. At the end of 
seven weeks the refraction returned to practically 
what it had been two years previously. 

The last case was that of a patient who had had 
diabetes for several years and was admitted to the 
hospital after two periods of coma. When first seen 
her refraction was 14 diopters in the right eye and 
13 diopters in the left eye. Despite active treatment 
she died. 

From these three cases and the records of forty- 
five others in the literature the author concludes 
that the myopia increases with the blood sugar. In 
his first case the refraction varied with mathe- 
matical precision with the variation in the blood 
sugar. Vircit Wescott, M.D. 





Riddoch, G., and Goulden, C.: On the Relation- 
ship between Subarachnoid and Intra-Ocular 
Hemorrhage. Brit. J. Ophth., 1925, ix, 209. 

The authors report five cases with the symptoms 
of subarachnoid hemorrhage. In one of two which 
came to autopsy the eyes were examined. 

The prodromal symptoms of the condition were 
sleepiness, yawning, and a sensation of heat on the 
top of the head. Occasionally these symptoms were 
relieved by epistaxis. When they were not so re- 
lieved, the patient was apt to drop into coma with 
symptoms of meningitis. 

When there is intra-ocular hemorrhage it may 
occur near the disc or at some distance from it or 
into the vitreous. Such hemorrhage is associated 
with oedema of the nerve head and occasionally 
with the signs of thrombosis of the vein. This is not 
due to any connection between the serous spaces of 
the brain and the retina because there is no such 
connection. The authors attribute it to pressure in 
the sheath of the optic nerve immediately back of 
the eye where the vein makes its exit from the nerve. 
Such pressure would cause backing up of the blood 
in the vein and the ocular symptoms mentioned. 

Tuomas D. ALLEN, M.D. 


Schioetz, H.: Tonometry. Brit. J. Ophth., 1925, ix, 
145. 

During the last year Schioetz has measured thirty 
dead eyes in situ and has compiled new graphs 
recording the pressure for the various weights. He 
calls attention to the fact that the deflection of the 
pointer registers, not a precise pressure, but a pres- 
sure range which for 5.5 gm. of weight is about 6 to 
8 mm. Hg.; for 7.5 gm. of weight, 8 to 10 mm. Hg.; 
for 10 gm. of weight, about 15 mm. Hg. 

In the new graphs a deflection of 3 mm. will be 
the approximate limit for normal intra-ocular pres- 
sure, but the mercury value is about 4 mm. higher 
than before. ‘‘For anyone who has recorded the 
deflections as the measure of the intra-ocular pres- 
sure, which is really the only correct method, the 
change in the graphs makes no difference, whereas 
those who have translated the deflection values into 
millimeters of mercury must now rectify these 
according to the fresh graphs.” 

Vircit Wescott, M.D. 


EAR 


Salinger, S.: The Treatment of Deafness by the 
**Acoustic Method.”’ Arch. Ololaryngol., 1925, i, 397: 


The manufacturers of acoustic machines claim 
that benefit is derived from their use. They base this 
claim on the theory that, however far gone the hear- 
ing apparatus, there is still an appreciation of sound 
in the nerve apparatus or in the brain which can be 
reached if the proper stimulant is applied, and that 
if the intensity of sound is increased the threshold 
of audition is reached and the acuity of hearing 1s 
developed. To determine whether this claim has any 
basis, the author tested out a machine on forty- 
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eight patients. However, only sixteen patients per- 
sisted in the treatment and were re-examined. In 
two of the sixteen the hearing was improved, and in 
eight it was found less acute. In two, there was no 
change, and in four the results were doubtful. The 
percentage of cases with improvement was no greater 
than that which can be obtained by any of the 
older methods of treatment and the improvement 
was equivalent to the usual benefit which comes in 
the early stages of treatment with new apparatus. 
Whether or not this improvement is permanent, 
time alone can tell. The percentage of patients 
whose hearing was worse was high, and considering 
the fact that most of them showed a lowering of the 
high tone limit, the author concludes that there is 
danger of permanently. damaging the acoustic 
apparatus through prolonged irritation by the loud 
sounds conveyed by the machine. 
MAnrorp R. Wattz, M.D. 


Floyd, M. L.: Masked Mastoiditis Simulating 
Alimentary Intoxication (Anhydremia). Arch. 
Otolaryngol., 1925, i, 411. 


The author reviews the cases of twenty-six infants 
who were treated during the last eighteen months 
for acute mastoiditis causing symptoms of a severe 
gastro-intestinal disorder with fever, marked and 
rapid dehydration, rapid loss of weight, and toxicity. 
In a few cases death occurred a few hours after the 
onset of the condition. The eyelid reflex was either 
lost or very sluggish and the face suggested extreme 
exhaustion. There was no crying or other sugges- 
tion of earache. The stools, which contained clear, 
glairy mucus, became loose and frequent. The 
gastro-intestinal condition did not respond to 
dietary measures, and the administration of fluids 
did not check the dehydration. The only otological 
finding was a lusterless or pinkish drum without 
bulging. 

The infants were subjected to bilateral mastoidec- 
tomy as incisions of the drum were without benefit. 

Autopsy revealed no pathological changes in the 
abdomen or the brain cavity but demonstrated a 
marked bilateral mastoiditis with pus in the antrum 
too thick to flow. Manrorp R,. Wattz, M.D. 


NOSE AND SINUSES 


Neivert, H.: Morphological Variation as a Factor 
in the Symptomatology of Paranasal Sinus 
Disease. Arch. Otolaryngol., 1925, i, 367. 


_ The author summarizes his anatomical findings 
in a series of 220 sets of sinuses which he dissected. 
Those that he believes are worthy of special em- 
phasis are the following: 

Sphenoidal sinus: The presence of excessively 
large sphenoidal sinuses with thin walls; the en- 
croachment of the sinuses on the spheno-ethmoidal 
recess, affecting drainage and causing headache; the 
presence of sphenoseptal extensions; the frequency 
of diverticula and septa; the proximity of this 
sinus to important structures such as the optic 
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nerve, Meckel’s ganglion, the eustachian tube, the 
ophthalmic, maxillary, mandibular, and vidian 
nerves, the cavernous sinus, the carotid sympathetic 
plexus, the meninges, and the hypophysis; the 
difficulty of establishing drainage, especially in 
pterygoid extensions, and the probability of their 
extension to the eustachian tube; the possibility of 
the transference of infection from one sinus to 
another or to the meninges through defective walls; 
and the danger of curettage and unskilled instru- 
mentation. 

Posterior ethmoid cells: The presence of conchal 
and ethmomaxillary cells, the latter closely related 
to the nasal ganglion; the intimate relationship of 
some of the cells to the optic nerve and the large 
number of cells overlying the orbit; and the possi- 
bility of posterior ethmoiditis with symptoms sug- 
gesting sphenoiditis. 

Anterior ethmoid cells: The frequency of ethmo- 
frontal extensions; the intra-ethmoidal course of 
the anterior and posterior ethmoidal vessels; the 
occurrence of bulging of the lamina papyracea either 
mesiad or laterad; the importance of the uncinate 
process as a factor in disease of the anterior group 
of sinuses; the possibility of the passage of infection 
along the perineural spaces of the olfactory nerve 
filaments; the relative infrequency of the necessity 
for surgical intervention on the deflected septum. 

Maxillary sinus: The influence of the uncinate 
process and ethmoidal infundibulum on drainage; 
the value of the nasopharyngoscope; the fact that 
associated neuralgia of the infra-orbital nerve and 
the superior alveolar nerves indicates a large sinus, 
but absence of neurological symptoms does not 
rule out involvement of the maxillary; marked 
irregularity of the contour of the sinuses with re- 
cesses; the frequent presence of septa varying in 
extent from a mere ridge to a septum forming a 
double sinus. 

Frontal sinus: The possibility of the development 
of some (rare) frontal sinuses from bullar cells; the 
influence of the middle concha and lateral structures 
on disease of the frontal sinuses; the difficulty of 
probing the frontal ostium; and the possibility that 
the posterior frontal sinuses may be responsible for 
the persistence of symptoms after operations on the 
frontal sinus. Manrorp R. Wattz, M.D. 


MOUTH 


Rayner, H. H.: The Operative Treatment of Cleft 
Palate. A Record of Results in 125 Consecutive 
Cases. Lancel, 1925, ccviii, 816. 

Addison, O. L.: Cleft Palate: Some Pitfalls in 
Operation. Lancet, 1925, ccviii, 818. 


RAYNER reports that the causes of failure to 
secure complete union in cleft palate may be classi- 
fied as follows: 

1. The performance of the operation on unsuitable 
subjects, viz., children with a poor physique, anemic 
children, and children with a fairly severe catarrh of 
the nasopharynx with a mucopurulent secretion. 
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2. Infection from a pre-existing infection of the 
nasopharynx. Severe infection is likely to cause a 
breakdown of the entire suture line. 

3. Ischemia of the edges of the cleft from too 
extensive lateral incisions or from too tightly tied 
sutures. This condition is often responsible for a 
hole at the back of the hard palate. Such a hole, 
even if fairly large, may close spontaneously in the 
course of months, but the palate is shortened by a 
dragging forward of the soft palate as the result of 
cicatrization. 

4. Inversion of epithelial edges. This is another 
cause of holes, particularly in the hard palate. 

5. Tension. In the author’s experience, tension 
by itself is not a common cause of failure to obtain 
complete union. In many cases there is little or no 
tension on the flaps at the conclusion of the oper- 
ation. Tension begins to exert an influence a few 
days after operation as the lateral incisions begin to 
contract. It may then produce a gap in the suture 
line, particularly at the front part of the soft palate, 
unless the edges of the cleft have been accurately 
sutured with a durable material (silkworm gut). 

Of sixty-seven cases of complete clefts, complete 
union resulted in forty-two (62 per cent). In three 
of these it was obtained after two operations. 
Partial union resulted in twenty-one cases (31 per 
cent), and failure in four (7 per cent). 

In fifty-seven cases of incomplete clefts com- 
plete union resulted in fifty-two (91 per cent), 
partial union in two (3 per cent), and total failure in 
three (6 per cent). 

In the total number of 124 cases of cleft palate, 
complete union resulted in ninety-four (76 per cent), 
partial union in twenty-three (18 per cent), and total 
failure in seven (5 per cent). 

There was one death, a mortality of 0.7 per cent. 
This was due to a reactionary hemorrhage occurring 
twenty-four hours after the operation. 

ApDIsoN believes that the failures in cleft palate 
operations are due in the main to tension and sepsis. 
An attempt is usually made to relieve tension by 
means of inadequate lateral incisions. A further 
handicap to the success of operation is the customary 
use of some form of tension suture. In Addison’s 
opinion, the use of tension sutures is a mistake. 
Such sutures will relieve the tension for the first 
three or four days, but at the end of that time, when 
the main suture line is at its weakest, they will have 
cut into the palate so far as to be of little value as 
supports and will form additional foci of infection. 

The use of lead or other plates no doubt helps to 
relieve tension, but is apt to result in necrosis. Even 
under the most favorable conditions sepsis is favored 
by the presence of foreign bodies. 

Tension can be best prevented by making long 
lateral incisions. These should be begun on the 
lower jaw on either side and carried up the ascending 
ramus onto the upper jaw to the posterior border of 
the last tooth. Here they should be turned inward 
and continued as far forward as necessary, being 
kept immediately against the teeth. Such incisions, 
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properly placed, are well outside the tensor and 
levator palati muscles and therefore do not interfere 
with the mobility of the soft palate. 

As many children with cleft palate are very poorly 
nourished and as malnutrition greatly lowers resist- 
ance to infection, it may be necessary for a patient 
to be specially fed and nursed into good condition 
for several weeks before the operation. In the pre- 
liminary cleansing of the mouth great care is neces- 
sary. Misplaced and carious teeth should be 
removed. The gums, if swollen or spongy, should 
be made clean and firm. Their condition is im- 
proved best by wiping them two or three times a 
day with gauze swabs wet in a weak solution of citric 
acid. Above all, in every case, a_ tonsillectomy 
should be done, whether the tonsils are visibly 
affected or not. Adenoids also should be removed. 
An exception may be made occasionally in cases of 
lesser degree cleft in small infants. 

Addison regards the removal of the tonsils and 
adenoids as the most important of all the prelimi- 
naries for operation. In the majority of cases of cleft 
palate, there are, in addition to a large pad of ade 
noids, large dirty tonsils with crypts blocked by col- 
lections of cheesy débris. The power of such reser- 
voirs of sepsis to cause an acute flare-up after an 
operation on the palate needs no emphasis. If the 
enucleation is skillfully performed there need be no 
fear that contraction of the soft palate will take 
place. The enucleation should be done not less than 
four weeks before the palate operation. The best 
age for the operation is between the first and third 
years. MAttueEw N. Feperspiet, M.D. 


Goldie, G. J.: A Note on Protagulin in Hzmor- 
rhage After Extraction. Proc. Roy. Soc. Med., 
Lond., 1925, xviii, Sect. Odontol, 19. 

lzmophiliac blood is deficient in prothrombin. Its 
coutent of calcium is relatively as great as that of 
normal blood. In cases of severe hemorrhage, and 
especially hemorrhage following the extraction of 
teeth, the administration of protagulin has given 
remarkably good clinical results. Protagulin has 
been found effective after having been kept for eight 
years. 

The article contains several case reports. 

Cares W. Freeman, M.D. 


PHARYNX 


New, G. B.: Unusual Pharyngeal Lesions. Arch. 
Otolaryngol., 1925, i, 384. 

New reports four cases illustrating the involve- 
ment of the pharynx and the mouth in chronic 
lymphatic leukemia, acute leukemia, pemphigus, 
and leprosy. 

The fact that most patients with pemphigus consult 
the laryngologist first was brought out by a group 
of twenty-nine patients examined at the Mayo 
Clinic in the period from 1919 to 1924. Nineteen 
(65 per cent) of these patients came primarily for a 
throat and mouth complaint. Most of them had 
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‘consulted many physicians and had had various 


types of treatment without a definite diagnosis. 


NECK 


Cattell, R. B.: The Pathology of Exophthalmic 
Goiter: A Histological and Chemical Study of 
the Changes Following the Administration of 
Iodine (Lugol’s Solution). Boston M. & S. J., 
1925, Cxcii, 989. 

The author has made a pathological and chemical 
study of 168 specimens of exophthalmic goiter re- 
moved from 125 patients operated upon in the 
Lahey Clinic of Boston, in the period from October, 
1924, to April, 1925, his object being to determine 
the effect of the administration of Lugol’s solution 
on the thyroid gland. 

A satisfactory pathological study of the iodine 
effect can be made only by observing the change in 
cases in which more than one operation was per- 
formed, the first previous to iodine therapy. Of 
thirty-three patients receiving iodine, only four did 
not show both an involutional change and an in- 
crease in the iodine content, and of these only two 
showed a further advance in their pathological 
condition. 

In involution, the thyroid is soft and usually 
smaller in size. The blood vessels are not conspicu- 
ous. A fresh section is moist and pale brown. 
Vesicles filled with colloid can be easily made out. 
A thin section is very translucent and shows only 
slight supporting tissue. Microscopically there is a 
regression of hyperplastic changes, that is, a return 
toward the normal or colloid resting state. Other 
characteristics are a decrease and shrinkage of the 
stroma; a decrease in vascularity, due chiefly to 
endarteritis of the blood vessels; regression of the 
epithelium from columnar to cuboid or flat; and loss 
of papillary projections together with an increase in 
the amount of colloid, usually greater than the 
normal. 

The lymphocytic foci and numerous scars remain. 
The extent of the change depends on the severity of 
the disease as evidenced by the anatomical picture 
and the amount and duration of the iodine adminis- 
tration. 

Up to a certain point the iodine content is directly 
proportional to the involutional change. 

Superior pole ligations and hemithyroidectomy 
with rest cause similar changes, but the effect of 
iodine alone is more marked. 

It is found in these cases that the clinical im- 
provement seen after the administration of iodine 
bears a relation to the structural change and especi- 
ally to the chemical change. A certain group of 
patients show marked involutional change and a 
high iodine content in their glands, yet still suffer 
from severe exophthalmic goiter. 

The pathology of exophthalmic goiter is not con- 
stant; parenchymatous hyperplasia is soon super- 
imposed on adenomata and endemic goiters. 
STANLEY J. SEEGER, M.D. 
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Thomson, Sir St. C.: Extensive Tuberculosis of the 
Larynx Healed by Sanatorium Treatment, 
Silence, and the Galvanocautery. Proc. Roy. 
Soc. Med., Lond., 1925, xviii, Sect. Laryngol., 15. 


The case reported in this article belonged to that 
group of cases of tuberculosis in which the mortality 
in a period of three years is 60 per cent if the larynx 
remains free from the disease and 80 per cent if the 
larynx becomes involved. In the author’s opinion, 
the successful result of treatment by sanatorium 
care, silence, and the use of the galvanocautery in 
this instance was due in large part to the patient’s 
cheerful personality. 

Silence was required for ten months. The cautery 
was not used until the patient had been at the sana- 
torium for four months. The local treatment was 
carried out under cocaine anesthesia by the direct 
method. 

Most of the pathological changes were found in 
the vocal cords and the arytenoid. The prognosis 
is more favorable in such cases than in those with 
involvement of other parts of the larynx. 

James C. BrRAsweLt, M.D. 


Moore, I. : Cartilaginous Tumors of the Larynx. 
J. Laryngol. & Otol., 1925, xl, 9. 


In a review of the literature Moore was able to 
find the reports of only sixty-two cases of cartilag- 
inous tumors of the larynx. Thirty-nine were 
diagnosed by microscopic examination; five by 
macroscopic examination by skilled observers; nine 
from strong clinical evidence; and four from insuf- 
ficient clinical evidence. In five, the neoplasm was a 
hypertrophic condition and not a true tumor. 

Several classifications have been suggested for 
these neoplasms but the grouping advanced by 
Virchow in 1836 has proved to be the most satis- 
factory. Virchow classified the entire group as 
chondromata and subdivided them into ecchon- 
dromata, growths of true cartilaginous structure 
arising from already existing cartilage, and enchon- 
dromata, growths not produced from existing 
cartilage. 

According to one theory, these tumors have their 
origin in an inflammatory metaplasia of fibrous 
tissue, while according to another, they arise from 
a developmental process in which misplaced fetal 
rests and a special chondroplastic predisposition of 
certain connective-tissue cells respond to chronic in- 
flammation. 

Cartilaginous tumors are formed most frequently 
on the endolaryngeal surface of the posterior plate 
of the cricoid. The epiglottis and arytenoid are 
affected only by ecchondroses. Enchondromata 
and mixed tumors occur only in the thyroid and 
cricoid cartilages. 

Moore classifies the recorded tumors into five 
groups and subdivides them according to their 
origin as follows: 

1. Ecchondromata, twenty-one. (a) Thyroid, 
seven. (b) Cricoid, five. (c) Thyroid and cricoid, 
one. (d) Epiglottic, four. (e) Arytenoid, four. 
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2. Enchondromata, twenty-eight. (a) Thyroid, 
five. (b) Cricoid and arytenoid, one. (c) Thyroid, 
four. (d) Thyroid, cricoid, and trachea, one. (e) 
Cricoid and trachea, three. 

3. Mixed cartilaginous tumors, eight. (a) Thy- 
roid external, two. (b) Thyroid, internal, one. 
(c) Cricoid, internal, four. (d) Thyroid and cricoid, 
one. 

4. Inflammatory neoplasms, none. 

5. Hypertrophy and hyperplasia, five. 

The sites of the fifty-three true tumors were as 
follows: thyroid, twelve; cricoid, twenty-three; 
epiglottis, four; thyroid, cricoid, and arytenoid, 
one; thyroid and cricoid, five; thyroid, cricoid, and 
trachea, one; cricoid and trachea, three; arytenoid, 
four. 

The tumors are usually solitary and sessile and 
very slow in growth. They vary greatly in size; 
the smallest are the ecchondromata, those of 
moderate size the enchondromata, and the largest 
the mixed tumors. 

The patients whose cases were reviewed were be- 
tween 17 and 70 years of age; most of them were be- 
tween 50 and 60 years old. Forty-three were males. 

The structure of the chondromata in general is 
that of permanent cartilage, but in some cases 
ossification may take place. The majority of 
these tumors are benign. 

Ecchondromata of the larynx consist of hyaline 
cartilage and usually arise from the deepest layer 
of the perichondrium. 

True enchondromata develop in areas where 
there should be no cartilage. 

The symptoms vary according to the situation, 
size, and rate of growth of the tumor. Hoarseness 


is followed by dyspnoea, cough, and aphonia. In 
some cases dysphagia may develop. On laryngeal 
examination the tumors are usually found to be 
subglottic. The diagnosis is suggested when an 
external tumor of the neck is found fixed to the 
larynx, the larynx is very hard on palpation, and 
there is no sign of inflammation; also when a tumor 
which springs from the posterior cricoid region has 
a characteristic resistance when it is probed. The 
growth must be differentiated from a papilloma, 
fibroma, syphilitic lesion, perichondritis, and car- 
cinoma. 

Because of the danger to respiration the treat- 
ment is necessarily operative as soon as the diag- 
nosis is made. The operative procedures are: (1) 
palatine tracheotomy, (2) intubation, (3) removal 
of the tumor by the direct endoscopic route (this 
is suitable for only small ecchondromata); (4) pre- 
liminary tracheotomy followed by _ thyrofissure 
(this is the method of choice for limited growths); 
(5) removal by the extralaryngeal route; and (6) 
complete laryngectomy (in cases of wide invasion). 

Twenty-three of the recorded cases were not 
operated upon. Tracheotomy was done in eight 
cases, with four deaths due to respiratory causes. 
Laryngotomy was done in two cases, and endo- 
laryngeal removal of the tumor in seven cases with 
no deaths. In nine cases in which laryngofissure 
was performed there were three deaths from pul- 
monary complications; in five, there was no recur- 
rence; the end-result in one is not recorded. Laryn- 
gectomy was done in six cases, with three deaths. 
In five cases the tumor was removed by the lateral 
pharyngeal route with one death. 

ManrorpD R. WALTz, M.D. 
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SURGERY OF THE 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Carpenter, E. R.: Pneumoventriculography in the 
Localization of Brain Abscess. Arch. Otolaryngol., 
1925, 1, 392. 

When all other means have failed, pneumoven- 
triculography (the Dandy air test) is of great value 
in the localization of subacute and chronic intra- 
cranial abscess. The test.is not exceedingly danger- 
ous when made by experienced brain surgeons. When 
localization has been completed, King’s method of 
draining brain abscess offers the best chance for 
recovery. STANLEY J. SEEGER, M.D. 


Naffziger, H. C.: A Method for the Localization of 
Brain Tumors—The Pineal Shift. Surg., Gynec. 
& Obst., 1925, xl, 481. 


The number of brain tumors and of other gross 
intracranial lesions which cannot be localized by 
clinical methods of examination alone is considerable. 
It varies greatly if one considers the length of time 
the case is studied. Dandy has made the statement 
that only 50 per cent of the tumors can be located 
with sufficient accuracy to guide the surgeon. This 
is probably a low figure for the clinical neurologist. 
Others have given much smaller percentages, but it 
seems reasonable to suppose that in a short period of 
observation there will remain about 20 per cent of 
such lesions which cannot be localized. For these, 
additional diagnostic methods are required. The 
author believes that by simple and safe means the 
number of this small and difficult group can be 
reduced. 

The pineal gland is calcified in about 50 per cent 
of all skulls. There is little to indicate that its 
calcification has any pathological significance. In 
cases with intracranial pressure its position gives 
diagnostic information. The pineal shift has been 
found with brain tumors, and brain abscess, and in 
certain cases of brain swelling consequent upon 
vascular block. 

A position of the pineal to the right of the mid- 

sagittal plane indicates a lesion on the left side above 
the tentorium. A position of the pineal to the left 
of the mid-sagittal plane indicates a lesion on the 
right side above the tentorium. The degree of the 
shift varies considerably. A common shift is a 
distance of about 1 cm. 
_ A position of the pineal in the mid-sagittal plane 
in the presence of intracranial pressure indicates 
equal pressure on the two sides. In the chronic form 
of intracranial pressure due to tumor or abscess this 
means internal hydrocephalus. It has been found 
in lesions of the posterior fossa and distortion of the 
third and fourth ventricles. 


NERVOUS SYSTEM 


The pineal shadow is seldom seen in the antero- 
posterior or postero-anterior view of the skull, a fact 
explained by the position in which the film is taken. 
Ordinarily the pineal shadow is obscured by the 
accessory sinuses. When the direction of the ray is 
parallel with a line drawn between the external 
canthus of the eye and the external auditory meatus, 
the pineal shadow is projected well above the 
sinuses. It is advantageous to have the patient in a 
face-up position with the occiput against the film, 
as the pineal gland is somewhat closer to the back 
of the head than to the front. If, with the head in 
this position, the tube is carefully centered so that 
the central rays pass along the mid-sagittal plane, 
the relation of the pineal shadow to this plane can be 
determined readily. STANLEY J. SEEGER, M.D. 


SPINAL CORD AND ITS COVERINGS 


Sicard, J. A., and Laplane, L.: The Diagnosis of 
Tumors of the Spinal Cord, Particularly the 
Form Simulating Pott’s Disease: Roentgeno- 
graphic Examination with the Use of Lipiodol 
(Diagnostic des tumeurs rachidiennes, forme 
pseudo-pottique, radio-lipiodol). Presse méd., Par., 
1925, XXxili, 33. 

The authors have had the opportunity to check at 
operation the results of the lipiodol test in a con- 
siderable number of cases. Two of their early cases 
demonstrate the unreliability of clinical signs and 
symptoms. One patient with a war neurosis 
developed in the course of time a_ progressive, 
spastic paraplegia variously diagnosed as multiple 
sclerosis, hematomyelia, syringomyelia, Pott’s dis- 
ease, and syphilitic myelitis. The lipiodol test re- 
vealed compression of the cord. At operation, a 
large angiofibroma was removed. Steady improve- 
ment of the symptoms followed. The ordinarily 
severe pain that is usually associated with pressure 
on the cord was entirely absent. 

In the case of a second patient, a 23-year old 
woman, an attack of intercostal neuralgia was 
followed at the end of six months by a rapidly pro- 
gressing sensory-motor paraplegia with a tendency 
toward the formation of trophic ulcers. There was 
no pain. The diagnosis was tuberculous myelitis. 
The lipiodol showed a distinct zone of compression. 
A laminectomy was undertaken to relieve the 
pressure from what was thought to be pachymenin- 
gitis. An angiofibroma was found and removed. 
Recovery followed. 

The spontaneous arrest or amelioration of the 
symptoms for considerable periods of time often 
leads the clinician to exclude tumor of the cord in 
his diagnosis. The use of the lipiodol test checked 
by operation has revealed the true nature of these 
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cases. It has shown also a type of tumor of the cord 
suggesting spondylitis. Such tumors, involving the 
cord and roots, cause contractures and pain, pseudo- 
lumbago or Pott’s disease. The characteristic de- 
formities of Pott’s disease, however, are absent, and 
repose aggravates the symptoms rather than re- 
lieves them. Eventually paralysis supervenes. 

The syndrome in its early stages is that of 
radiculo-medullary irritation. Rigidity of the spine, 
lordosis, or scoliosis are simply defense reactions 
against pain. Before the onset of the more grave 
objective symptoms the ordinary clinical signs 
throw no light on the etiology. Special methods 
must be resorted to. Three methods which will 
clarify most cases are the study of the cerebrospinal 
fluid, X-ray examination of the vertebral column, 
and the lipiodol test. 

The alteration of the spinal fluid characteristic of 
tumor is a hyperalbuminosis contrasting with a 
poverty in cells. Occasionally the fluid has a yellow 
tint. Frequently, however, the fluid obtained by 
lumbar puncture fails to be altered by disease lo- 
cated above the upper dorsal region. 

A thorough X-ray examination of the vertebral 
column is indispensable, and with present-day 
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apparatus will rarely fail to detect or eliminate 
tuberculous or other disease of the bones. 

The lipiodol test is extremely reliable and its 
dangers are slight. The authors have injected the 
oil through the suboccipital region three hundred 
times without a single accident. When there are 
contra-indications to the upper route the injection 
may be made in the lumbar region, the patient 
being placed in the Trendelenburg position immedi- 
ately afterward. By using both routes the upper 
and lower limits of the zone of compression can be 
determined. In the same manner multiple zones of 
compression may be detected. 

With the use of this test, surgical treatment be- 
comes more often justifiable. Laminectomy is a 
relatively benign procedure and by means of it 
most causes of compression can be removed. The 
risk of opening into an incurable tuberculous or 
cancerous lesion is slight if the case has been well 
studied and is far outweighed by the prospect of 
obtaining a permanent cure in a great many others. 

The article is supplemented by reproductions of 
roentgenograms showing blockage of the iodized oil 
caused by pressure on the cord. 

ALBERT F. DE Groat, M.D. 
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CHEST WALL AND BREAST 


Johnson, R.: Some Clinical Aspects of Carcinoma 
of the Breast. Brit. J. Surg., 1925, xii, 630. 


In 444 cases of carcinoma of the breast which 
were reviewed by the author, evidence of previous 
disease of the breast was found in only thirty-five. 
In fifteen of these thirty-five cases the previous 
condition was a.lactation abscess; in eight, a simple 
tumor; in one, a cyst; in one, chronic mastitis; and 
in ten, a discharge from the nipple. 

The evidence of 107 cases of cyst of the breast, 
444 cases of carcinoma of the breast, and two cases 
(one of which was doubtful) in which carcinoma 
developed subsequent to the removal of a cyst, leads 
to the conclusion that the relationship between 
cyst and carcinoma is a remote one. However, the 
tissue surrounding a cyst should always be carefully 
examined with the microscope, and if carcinoma is 
found, radical removal of the breast should be done. 
The treatment of a simple cyst is local removal. 

In a study of 506 lumps in the breast to determine 
the relationship between the location of the tumor 
and its type, it was found that carcinoma, cysts, 
and mastitis are most common in the upper outer 
quadrant. 

From the clinical standpoint the cases in which 
a blood-stained discharge occurs from the nipple are 
of three types. In one type of case the discharge is 
associated with other signs of disease which deter- 
mine the method of treatment. In other cases it is 
unattended by other physical signs but is induced 
by pressure on a particular spot. In such cases this 
part of the breast should be removed locally and, 
unless it is obviously malignant, should be subjected 
to careful microscopic study before complete removal 
of the breast is decided upon. In the third type of 
case the blood-stained discharge is unattended by 
other physical signs and it is impossible to determine 
the part of the breast in which it arises. The author 
believes that in such cases the entire breast should 
be removed. 

Except in certain cases, the relationship of car- 
cinoma of the breast to injury has not been proved. 

In Johnson’s opinion, it is very rare that a careful 
examination with the naked eye will not enable the 
surgeon to determine whether a given tumor is 
malignant or not. 

Secondary carcinomatous deposits in carcinoma 
of the breast are rarely mistaken for primary tumors, 
and metastases are seldom found while the condition 
is still operable. An unmistakably secondary car- 
cinoma of the breast has never been seen except as a 
metastasis from the other breast. The author has 
observed four cases in which malignant disease of 
the breast occurred in women who, either previously 
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or subsequently, had a carcinoma of the uterus or an 
ovary, the growth in each position being apparently 
primary. 

In the majority of cases of bilateral carcinoma of 
the breast the condition is primary in one breast 
and a metastasis in the other. The author reports 
one case, however, in which the two tumors were of 
different types. 

In twenty of the 444 cases of malignancy of the 
breast which were reviewed by Johnson the malig- 
nancy was closely associated with pregnancy and 
lactation. In such cases the condition is apt to run 
a particularly rapid course. 

Rapa B. Betrman, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Alexander, J.:-A New Thoracoplastic Procedure for 
Pulmonary Tuberculosis to Lessen the Inci- 
dence of Postoperative Pneumonia. Ann. Surz., 
1925, Ixxxi, 748. 


Alexander states that in Stoecklin’s ninety-six 
cases of pulmonary tuberculosis treated by thora- 
coplasty there were twenty-four deaths due to 
causes more or less directly connected with the 
operation, while in Brunner’s ninety-nine cases 
there were twelve deaths due to similar causes. 
Wilms, who proposed the paravertebral operation 
for tuberculosis, at first preferred to resect only the 
upper seven or eight ribs and leave the lower ribs 
intact to aid in the expectoration of infectious ma- 
terial. On the other hand, Sauerbruch resects the 
lower ribs first to collapse the lower portion of the 
lung and thus prevent the aspiration of infectious 
matter into that portion. This, however, does not 
prevent pneumonia in the opposite lung, which is 
not an infrequent complication. Pneumonia in the 
lung of the side not operated upon is not the result 
of overactivity due to collapse of the other side 
since it is rare following complete collapse by means 
of artificial pneumothorax. 

The lower chest and abdomen play an important 
part in the act of coughing. There is less danger 
from the aspiration of infected material than from 
failure of small amounts already present to be 
expectorated. 

Upper rib resection alone is not sufficient to con- 
trol pulmonary tuberculosis. Lesions will be found 
to develop later in the uncollapsed portion. The 
author offers, as an ideal operation, radical phren- 
icotomy to paralyze one-half of the diaphragm fol- 
lowed by rib resection several weeks later. This 
will prevent aspiration into the lower lung and will 
not interfere with the act of coughing. In forty 
cases treated by phrenicotomy which were reported 
by Lange there was no pneumonia and the patients 
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stated that expectoration was easier after the 
operation. 

If there is considerable tuberculous disease in the 
lower lung it is wise to increase the compression and 
respiratory fixation of this part of the lung by a 
paravertebral thoracoplasty on the lower ribs from 
three to six weeks after the operation on the upper 
ribs. 

In conclusion the author summarizes the advan- 
tages of the operation he suggests. 

WiiiaM J. Pickett, M.D. 


Davidson, M.: The Treatment of Bronchiectasis. 
Therap. Gaz., 1925, 3 s. xli, 229. 

Davidson believes that bronchiectasis occurs at an 
early age more commonly than is generally sup- 
posed, and that in a certain percentage of cases a 
spontaneous cure results provided the disease has 
not progressed to the large cavity stage. 

Artificial pneumothorax is of the greatest impor- 
tance in the treatment of bronchiectasis in children, 
as in such cases the rate of growth and the tissue- 
forming capacity is at the maximum and early 
collapse of the lung may suffice to arrest the spread 
of the disease and result in ultimate cure. 

In adults, artificial pneumothorax should always be 
given a trial, although in many instances it is unsuc- 
cessful because of the presence of pleural adhesions. 
In all unilateral cases its induction is followed by a 
decrease in the symptoms and even in bilateral 
cases it may cause marked improvement. In adults, 
the collapse must be continued indefinitely. ‘In 
cases which respond to pneumothorax, extrapleural 
thoracoplasty should be done. The author believes 
that pneumothorax should be used more frequently 
as a therapeutic test before thoracoplasty as it is 
doubtful if the latter will be beneficial when the 
former is of no benefit. 

The author agrees that resection of the diseased 
lobe is the most rational treatment, but its mortality 
is extremely high (50 per cent). 

Bronchoscopy he considers of more value as a 
diagnostic aid than as a therapeutic agent. 

Non-surgical methods of treatment have a certain 
value, but none of them results in a permanent cure. 

Vaccine treatment is a valuable help in some cases. 
The author urges a more thorough study of the 
sputum for the predominating organism. 

In the cases of patients who have been benefited 
by one of the various methods mentioned, the choice 
ef suitable climatic conditions has an important 
bearing on the prevention of future attacks of bron- 
chitis, which tend to aggravate the condition already 
present. SuirLey C, Lyons, M.D. 


Lord, F. T.: Certain Aspects of Pulmonary Abscess, 
from an Analysis of 227 Cases. Boston M.& S.J., 
1925, cxcii, 785. 

In 34.3 per cent of the author’s cases of pulmonary 
abscess the condition followed an operation about 
the upper respiratory tract. In forty-nine cases it 
followed tonsillectomy; in twenty-one, the extraction 








of teeth; and in eighteen, an operation under general 
anesthesia. Therefore, ninety-six cases (42 per cent) 
were referable to a surgical procedure. In 113 cases 
(49.7 per cent) the condition could be traced to the 
aspiration of infected material from the upper 
respiratory tract. In seventy-six cases (33.4 per 
cent) the onset was insidious and the cause unde- 
termined. In twenty-eight cases (12.3 per cent) the 
onset suggested a relationship to pneumonia. 

Five cardinal indications of the condition are the 
following: 

1. Cough and explosive expectoration. The cough 
is ordinarily productive and the sputum is raised in 
large and small amounts at frequent intervals. 

2. A foul breath and fou] sputum. Both may be 
present, but foul breath is the more common. A bad 
taste in the mouth is very common. In cases of 
foul breath and foul sputum, pulmonary abscess 
should always be suspected, but in many instances 
it occurs in the absence of both. 

3. The presence of elastic tissue in the sputum 
and repeated negative results in the examination 
of the sputum for tubercle bacilli. This is strong 
evidence of a non-tuberculous pulmonary lesion. 

4. Dulness on percussion over a circumscribed 
area. This is the most common single sign. 

5. The roentgen-ray findings. X-ray examina- 
tion is indispensable as it furnishes better evidence 
as to the location and extent of the lesion than 
physical examination. 

The author condemns exploratory puncture of 
the unopened thorax as a diagnostic procedure. 

Recovery without operation may be expected in 
about 1o per cent of cases. Seventy-five per cent 
of the subjects die and 15 per cent continue to 
cough and raise purulent sputum. 

Surgery seems to offer the most in these cases. 
Of 117 patients operated upon, fifty-six (47.8 per 
cent) died. Of those who recovered, eighteen 
(15.3 per cent) were completely relieved. Twenty- 
two (18.8 per cent) still cough, and twenty-one have 
not been traced. : 

Lobectomy and cautery extirpation are associ- 
ated with a high mortality but may be used for 
chronic multiple circumscribed lesions when the 
patient finds the condition intolerable. 

Central abscesses without pleural involvement as 
indicated by absence of pain and the roentgen-ray 
and physical examinations may be regarded as 
favorable for artificial pneumothorax. 

Sairey C. Lyons, M.D. 


Deist, H.: The Diagnosis of Tumors of the Lung 
(Diagnose der Lungentumoren). Klin. Wchaschr., 
1924, lii, 2200. 

As pulmonary, bronchial, mediastinal, and pleu- 
ral tumors usually involve adjacent organs, the clini- 
cal picture produced by them is dependent upon their 
situation. 

Primary mediastinal tumors may occur at any age 
and are frequently diagnosed during life because 
they give rise to a fairly characteristic syndrome. 
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The symptoms and the findings are the result of 
stasis in the region of the superior vena cava, i. e., 
the head, the neck, and the upper extremities. 

The course of the condition from the first dis- 
tinct symptoms is rapid, but before the symptoms 
become pronounced, months or years may elapse. 
With the growth of the neoplasm disturbances of 
respiration occur, and finally the tumor may per- 
forate the chest wall. Frequently, and not rarely 
from the very beginning, there is a tormenting 
cough. The sputum, which is usually mucus, may 
reach a daily amount of 300 c.cm. Occasionally the 
temperature is subfebrile; truly febrile temperatures 
are rare and usually indicate complications. Involve- 
ment of the pleura leads to an effusion and for a long 
time this may be the only physical finding. ~ 

Among disturbances of the nervous system, 
paresis of the recurrent laryngeal nerve is noted 
often very early. This may occur with tumor of the 
lung, but in such cases may not be associated with 
the signs of stasis. As the X-ray pictures are most 
varied and not characteristic, they must be judged 
only in conjunction with the clinical findings. 

Primary pulmonary tumors, which also may occur 
at any age, are diagnosed with difficulty during life. 
They produce the most varying symptoms, but 
always cause a severe progressive cachexia in addi- 
tion to dyspnoea, cough, and, frequently, bloody 
expectoration. A pleural effusion is not rare. The 
findings of the physical examination more often 
suggest the presence of a tumor than in cases of 
mediastinal neoplasms. Chief among such findings 
are irregularity and an atypical character of the 
dulness and faulty respiratory mobility. Occasion- 
ally, however, large pulmonary tumors are not 
associated with these signs. The roentgenogram 
generally shows a more or less marked shadow and 
the differential diagnosis by means of the X-ray is 
easy provided tuberculosis and syphilis can be ex- 
cluded with certainty. 

The primary bronchial carcinomata occur in 
advanced age; their symptoms vary considerably 
according to whether they are produced by the pri- 
mary tumor or by multiple metastases. In the 
former case they are primarily pulmonary, similar 
to those of the pulmonary tumors; in the latter 
case they are principally extrapulmonary. In the 
beginning, bronchial carcinomata are not rarely 
mistaken for bronchopneumonia, atypical pneu- 


monia, or pleurisy. Secondary malignant tumors. 


are generally observed in women following amputa- 
tion of the breast; the time that elapses between the 
visual appearance of the primary carcinoma and the 
development of pulmonary metastases varies from a 
few weeks to many years. A cough, expectoration, 
emaciation, and the appearance of glandular metas- 
tases and small spotted shadows in the roentgeno- 
gram of the lung are always suspicious. 
Echinococcus disease of the lung may be primary 
or secondary. It occurs most frequently in the right 
lower lobe. At first, the symptoms are not very 
characteristic and are often mistaken for those of 
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an apical catarrh of the lung. When the tumor is 
well developed, the roentgenogram is characteristic, 
showing easily recognized, almost typical, solitary 
circular shadows in the affected portion of the lung. 
In the stage of perforation or suppuration, the 
echinococcus may be partially or completely coughed 
up. The scoleces then found in the expectoration 
prove the presence of echinococcus disease. 
Simon (Z). 


HEART AND PERICARDIUM 


Wood, A. C., and Bradley, W. N.: Purulent Peri- 
carditis in Childhood. Allantic M. J., 1925, 
XXxviii, 436. 

Pericarditis is discovered most frequently at the 
autopsy table. It is most common in childhood, 
especially after acute infectious diseases. It may 
result also from the inflammation of neighboring 
organs. Many organisms have caused the condi- 
tion, but the pneumococcus is chiefly responsible. 

Symptoms of increasing cardiac embarrassment 
accompanying or following an acute infection 
should attract attention to the possibility of peri- 
carditis. 

The cardinal diagnostic points are: (1) an increase 
in the cardiohepatic angle; (2) increasing faintness 
of the cardiac sounds; (3) disappearance of the 
cardiac impulse; and (4) pulsus paradoxus. X-ray 
examination is a valuable adjunct in the diagnosis. 

In the differential diagnosis pleuritic effusion, 
empyema, and cardiac dilatation must be ruled out. 

The authors review the embryology and histology 
of the pericardium and report several cases of 
purulent pericarditis. The mortality is 60 per cent. 
The treatment is surgical incision and drainage. 
The technique of this operation is briefly described. 

J. Frank Dovucurty, M.D. 


C2SOPHAGUS AND MEDIASTINUM 


Tiesenhausen, K.: The Treatment of Gsophageal 
Stenosis by Continuous Dilatation; Also Re- 
marks on the Hacker-Lucke Gastrostomy 
(Ueber die Behandlung der Speiseroehrenverenger- 
ungen mit Sondierung ohne Ende; nebst Bermer- 
kungen zur Gastrostomie nach Hacker-Lucke). 
Arch. f. klin. Chir., 1924, cxxxi, 226. : 


This article is based upon sixty-three cases of 
stenosis of the oesophagus caused, almost without 
exception, by the drinking of corrosive fluids. The 
cases are divided into three groups according to 
the method of treatment: (1) those treated with 
bougies; (2) those treated by gastrostomy and with 
bougies; and (3) those treated by continuous dilata- 
tion with a sound and by bougies. 

In twenty-seven cases the dilatation was obtained 
by means of semi-rigid, braided silk bougies or, when 
the stricture was tight, with catgut. The greater 
part of the treatment was ambulatory; hospital care 
was necessary for only a few days at the beginning. 
The use of bougies was continued until the lumen 



















































184 


was of the normal size for the patient’s age. Of the 
patients thus treated, eighteen were cured and four 
were benefited. In three, there was no improve- 
ment, but these were treated for only a few days. 
Two patients died. 

In Group 2 (eleven cases) it was necessary to 
establish a gastric fistula, partly on account of com- 
plete oesophageal obstruction or fresh ulcers and 
partly on account of the patient’s inability to take 
sufficient nourishment. Seven of these patients died 
during the treatment. For cases of severe stricture 
the use of sounds in addition to early gastrostomy is 
urged. The technique of the establishment of the 
fistula is described. Trendelenburg’s instructions 
for feeding were followed, a tube of rather large 
caliber being used in the gastrostomy opening. In 
the cases of the four surviving patients the so-called 
continuous dilatation with the sound was not nec- 
essary. 

In Group 3 were twenty-three patients with se- 
vere stenoses requiring immediate gastrostomy. In 
cases suitable for simple treatment with sounds the 
treatment should be begun as early as possible. 
Continuous dilatation was carried out with rubber 
tubes in such a manner that the end of the larger 
tube was introduced and fastened into the end of 
the smaller tube. Children were placed in the bath 
tub while the sound was introduced in order that 
the copious flow of saliva might not soil the clothing. 

In the use of rubber tubes recommended by von 
Hacker, a factor of importance is the power of the 
rubber to re-expand after stretching since, in ex- 
panding, the tube dilates the stricture. Electrolysis 
of the stricture by means of von Hacker’s olives is a 
useful aid to treatment with sounds. Fibrolysin was 
injected in several cases, but was without noticeable 
effect. In Group 3 a cure was obtained in 95 per cent 
of the cases. Hook (Z). 


Guisez, J.: Malignant Tumors of the (Esophagus. 
J. Laryngol. & Otol., 1925, xl, 213. 


This article is based on 1,430 cases of cancer of 
the cesophagus. 

The disease occurs in males and females in the 
ratio of six to one, and is observed most frequently 
between the fifty-fifth and sixty-fifth years of age. 
The youngest patients whose cases were reviewed 
were 14, 22, 24, and 29 years old. The growth was 
in the upper third of the cesophagus in 110 cases, in 
the middle third in 162, and in the lower third in 
134. 

The cause exciting the development of cancer is 
cesophagitis. Causes of chronic irritation are 
alcohol, spiced foods, and tobacco. Cancer de- 
veloped in four cases of cicatricial stenosis due to a 
caustic. 

Psychic factors appear to act as predisposing 
causes as more than one-half of the patients defi- 
nitely dated the onset of their trouble to a particular 
mental shock. 

Dysphagia, the chief symptom, was present in 
g8 per cent of the author’s cases. This is purely 
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mechanical and is not painful. The onset is usually 
sudden during the swallowing of a large bolus. In 
the cases reviewed the two articles of diet which 
caused most embarrassment at the onset were 
bread and meat. Dysphagia is the primary clinical 
sign of oesophageal cancer. 

The only subjective sensation is a feeling of dis- 
comfort or fullness behind the sternum. Pain is 
always due to the spread of the disease to the 
neighboring structures. Often there is an excess of 
saliva with difficulty in swallowing it. 

Certain minor signs of considerable semeiological 
importance are small streaks of blood in the sputum, 
hematemesis, associated with dysphagia, foetor of 
the breath, and a gangrenous odor to the sputum. 
Complications are mediastinal compression, com- 
pression and tracheobronchial perforation, broncho- 
pulmonary complications, and hemorrhage. 

Physical signs are of little help in the diagnosis. 
An cesophagoscopic examination is necessary. As 
a rule, a spontaneous, painless, and progressive 
stenosis supervening in an aged patient should 
suggest cancer. 

Three types of growth are the polypoid, project- 
ing type, the ulcerating type, and the infiltrating or 
submucous type. 

Progress in surgical treatment has been slow 
because of technical difficulties and the high mor- 
tality rate. The author has used local applications 
of radium in 270 cases. This treatment has usually 
been only palliative, prolonging life from three to 
sixteen months. 

For treatment on a purely palliative basis the 
author suggests rubber-tube intubation as the pro- 
cedure of choice. This consists in the introduction 
into the stenosis of a special form of tube which 
remains and permits liquid and semi-liquid nourish- 
ment. The tube is well tolerated locally and will 
remain in place for two or three months. 

The author concludes that the treatment of can- 
cer of the oesophagus is for the most part only 
palliative. Suirtey C. Lyons, M.D. 


Jackson, C.: Carcinoma and Sarcoma of the 
Csophagus: A Plea for Early Diagnosis. Am. J. 
M. Sc., 1925, clxix, 625. 

The author states that many years ago he reported 
that the mortality of malignant disease of the cesoph- 
agus was 100 per cent. Notwithstanding the 
great advances made in the surgery of malignancy 
elsewhere in the body, the prognosis of oesophageal 
cancer remains the same today. There is every 
reason to believe, however,'that the reason for this is 
that surgeons have never had a chance to develop 
the technique of a curative operation because the 
diagnosis is never made early. 

The reason why the diagnosis is never made 
early is that textbooks and journal articles give 
chiefly or exclusively diagnostic methods that are 
always negative early in the disease. 

When cesophagoscopic examination is resorted to 
promptly on the appearance of certain very vague 
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symptoms it is probable that the surgeon will cure 
a good percentage of the cases, 

Squamous-cell endo-cesophageal carcinoma is a 
mild, slow process which remains local fora long time. 

Under palliative treatment most patients who are 
given an abundance of water and a full allowance of 
properly balanced food elements will survive for at 
least two years, and some have survived for as long 
as five years. One has lived six years. 

Patients with a late inferential diagnosis, more or 
less food and water starvation, and acidosis, who 
are depressed, and who are kept on a diet of inter- 
mittent supplies of raw eggs and meat broths may 
not survive for more than a year after the probable 
time of the onset of the disease. 

The use of the bougie as a diagnostic measure is 
not only dangerous but also inconclusive. A cancer 
must be well advanced before it will stop a bougie, 
and even a fatal cancer may not be obstructive. 
The use of the bougie hastens death either by 
causing perforation or increasing metastasis. Da 
Costa states, “‘No surgeon would stretch a cancer,” 
and Shallow states, “‘No surgeon would forcibly 
dilate a malignant stricture of the cesophagus any 
more than he would forcibly dilate a cancer of the 
rectum.” 

There are only two methods by which an early 
diagnosis of oesophageal malignancy can be made, 
namely, roentgen-ray examination and cesopha- 
goscopic examination. 

By means of the cesophagoscope an endo-ceso- 
phageal cancer can be diagnosed not only early, but 
also with the absolute certainty which is essential 
to obtain the consent of a comparatively well 
patient to an operation which he may not survive. 

Endo-cesophageal cancer can be diagnosed just 
as early, just as quickly, and just as certainly as 
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cancer of the cervix if an opportunity for cesopha- 
goscopic examination is afforded early. 
Ratpa B. Betrman, M.D. 


MISCELLANEOUS 


Hedblom, C. A.: The Progress of Thoracic Surgery. 
J. Iowa State M. Soc., 1925, xv, 251. 


Hedblom calls attention to the difficulties which 
for years prevented surgical attack on the intra- 
thoracic organs. To a large extent these difficulties 
have been overcome by a better knowledge of the 
pathology of intrathoracic diseases, a better under- 
standing of the physiology of the organs involved, 
and improvements in the methods and technique 
of operating. 

Among the methods of treatment discussed are 
regional and differential pressure anesthesia, arti- 
ficial pneumothorax collapse of the lung, phreni- 
cotomy, extrapleural thoracoplasty, posterior extra- 
pleural mediastinotomy, the combined thoraco- 
abdominal pericardotomy, lobectomy, methods of 
foreign body extraction, and the closed method of 
treating empyema. 

Hedblom reviews the more common thoracic 
diseases and cites the improvements which have been 
made in their treatment. He closes his article with 
the following paragraph: 

“It may be said, therefore, that although the 
progress in thoracic surgery is beset with special 
difhculties and although this field remains relatively 
undeveloped, substantial progress is being made and 
what has already been accomplished together with 
the awakened interest in this field of surgery may be 
confidently expected to furnish the impetus to more 
rapid and important advance in the near future.”’ 

Rapa B. Berrman, M.D. 








ABDOMINAL WALL AND PERITONEUM 


Cowell, E.: Abdominal Torsion of the Omentum. 
Brit. J. Surg., 1925, xii, 738. 

Abdominal torsion of the omentum not associated 
with any form of hernia is a rare condition, only 
eighteen cases having been reported in the literature. 

Omental torsion may be favored by the presence 
of an accessory small omentum. It may occur also 
when the omentum is not evenly spread over the 
intestines but lies packed in the hypochondriac re- 
gion, and when the blood vessels are arranged so 
that the veins are engorged and the accompanying 
arteries are under tension. Other conditions fa- 
voring it are the presence of a hernia of any kind, 
abdominal inflammation producing adhesions, or 
an exaggeration of the normal omental movements. 

All or any part of the omentum may be involved. 
As a rule it is impossible to untwist the pedicle and 
as a result of the strangulation the entire mass is 
in a condition of red infarction. If adhesions are 
present they are usually very fine and easily released. 
A blood-stained peritoneal exudate is usually found 
as in strangulation of other abdominal organs. 

The simplest classification appears to be .the 
following: 

1. Abdominal: (a) primary (no apparent cause) ; 
(b) secondary (associated disease of abdominal or 
pelvic organs). 

2. Hernial: (a) intrasaccular; (b) intra-abdom- 
inal; (c) combined. 

Most of the subjects of omental torsion are per- 
sons in early middle life. Generalized pain in. the 
upper abdomen begins suddenly. Nausea and 
vomiting are infrequent and there is little elevation 
of the temperature or acceleration of the pulse rate. 
Usually a diagnosis of mild appendicitis is made. 
A few days later the abdomen is slightly distended 
and often an ill-defined doughy mass can be made 
out. The size of the mass is out of proportion to 
the duration of the illness. Rigidity is not marked. 

The treatment is surgical. A rush of blood-stained 
fluid when the peritoneum is opened should suggest 
the possibility of omental torsion. The mass is 
usually removed easily by ligating the pedicle, and 
convalescence is generally uneventful. The mor- 
tality has been low; in eighteen cases it was 5.5 
per cent. The author cites in detail a typical case 
operated upon by him. Cyrit J. GLasPet, M.D. 


Pringle, S.: Jejunostomy in Acute General Peri- 
tonitis. Lancet, 1925, ccviii, 869. 


The weight of both experimental and clinical 
evidence points strongly to intestinal toxemia as 
the factor chiefly responsible for death in intestinal 
obstruction. The toxin is developed in the duo- 


SURGERY OF THE ABDOMEN 


186 


denum and to a lesser extent in the rest of the small 
bowel and is absorbed under the conditions which 
prevail in obstruction. Also in cases of acute sep- 
tic peritonitis death may be due to an intestinal 
toxemia secondary to paresis of the inflamed bowel 
rather than to the absorption of the products of the 
suppurative inflammation of the peritoneum. It is 
often possible to control the intestinal toxemia by 
means of a jejunostomy and thus prolong life for a 
time sufficient to allow the peritoneum to deal with 
the infection. 

Pringle urges jejunostomy for cases of diffuse sup- 
purative peritonitis of the lower abdomen associated 
with appendicitis or tubal disease in which the 
intestines of the pelvis are acutely inflamed and the 
process is spreading upward into the abdomen 
proper. 

The operation is performed after the manner of a 
Witzel’s gastrostomy. A No. 12 soft rubber catheter 
is inserted into the lumen of the intestine through a 
small puncture and fixed in position by a simple 
catgut suture. The next couple of inches of catheter 
are buried in the intestinal wall by a continuous 
infolding suture, and the proximal end is passed 
through a hole in the omentum before being brought 
out through the abdominal wall and attached so 
as to drain into a bottle. At frequent intervals 
from 6 to 10 oz. of soda bicarbonate solution are 
allowed to run into the bowel through the catheter 
and then siphoned back. When the outflow from 
the catheter ceases to be the dark foul-smelling fluid 
characteristic of intestinal obstruction, the tube can 
be clamped in the intervals between the times it is 
used to introduce a soda and glucose solution. After 
a week to ten days the catgut suture holding the 
catheter in situ is absorbed and the catheter re- 
moved. In no instance has there been any subse- 
quent escape of intestinal contents. 

The objections to jejunostomy, namely, that it 
entails the loss of great quantities of fluid from the 
body and that a secondary operation is necessary to 
close it if the patient survives, do not apply to the 
jejunostomy performed according to the technique 
here described. 

The author cites two cases in detail in which this 
method was employed with excellent results. He is 
convinced that in some cases it will save life and in 
others it renders convalescence almost uneventful. 

Cyrit J. Gasper, M.D. 


GASTRO-INTESTINAL TRACT 


Ogilvie, W. H.: Infections of the Alimentary Tract. 
Brit. J. Surg., 1925, xii, 752. 


The organs of the alimentary tract and their 
associated glands are subject to a group of diseases, 
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inflammatory in origin, which may be termed 
“surgical infections” because in the present state of 
our knowledge their treatment is surgical in all ex- 
cept early cases. These so-called surgical infections 
are ulcers of the stomach and duodenum, cholecys- 
titis, pancreatitis, and appendicitis. They appear 
to be largely modern diseases; at least the evidence 
points to the fact that appendicitis and gall-stone 
disease are much more common now than genera- 
tions ago. They appear also to be diseases of civilized 
life, being most common where civilization is most 
highly developed. They are due to the action of 
pyogenic micro-organisms, particularly the strep- 
tococcus. While certain strains of streptococci show 
a tendency to produce lesions in special organs 
(Rosenow’s elective localization) and while consider- 
able attention has recently been given to tracing the 
paths by which infection may be carried from one 
portion of the alimentary tract to the other, the 
cause of the bacterial invasion is still in doubt. 

There is indisputable experimental evidence to 
prove that a large number of bacteria of varying 
degrees of virulence enter the alimentary canal in 
food and that they are able to survive the action of 
the gastric juice and enter the intestines alive. 

The author has done considerable experimenta- 
tion with animals, using carmine and streptococci to 
prove that in spite of the general belief to the con- 
trary, bacteria may_be absorbed from the intact 
alimentary canal. 

However, the majority of the organisms which are 
absorbed from the alimentary canal are destroyed 
either at once or at the nearest lymph gland. While 
the lymph gland is an extremely efficient filter and 
plays an important réle in the normal defensive 
mechanism of the body, some bacteria pass it and 
enter the thoracic duct and general circulation. The 
routes by which infection may be carried from the 
alimentary canal are the peritoneum, the portal 
vein, and the lymph stream. The defense mechan- 
isms of these three structures are the great omentum, 
the mediastinal and mesenteric lymph glands, and 
the phagocytic cells of the liver. When it is possible 
for bacteria to pass through these defenses, the 
general circulation is reached. 

In conditions of stasis or injury to the alimentary 
canal, the number of bacteria reaching the blood 
stream may be considerably increased and bacteria 
from the alimentary tract may be carried again by 
the blood stream to all portions of the alimentary 
tract and are especially liable to lodge in the mucous 
coats of the organs. 

Modern diet, consisting of highly prepared and 
concentrated foods with a small amount of indi- 
gestible material, produces stasis and injury which 
favor the entrance of bacteria and may also damage 
the mechanism of defense, the lymphoid system. 

The influence of the rush and stress of modern 
everyday life is more difficult to analyze but no 
doubt has a very important place in the causation 
of alimentary infections. It is probable that mental 
and physical strain affects the mechanical and motor 


functions of the alimentary tract, the secretory 
functions, and the resistance to infections. In the 
search for a source of infection, the entire alimentary 
canal should be considered rather than only a local 
lesion as in some cases the latter may be collateral 
rather than primary. Cyrit J. GLAspet, M.D. 


Ryle, J. A.: The Study of Gastric Function in 
Health and Disease. Lancet, 1925, ccviii, 697, 754. 


Ryle uses the term “‘dyspepsia” to indicate a 
group of symptoms for which the cause or causes 
must be sought. He classifies the various types into 
five groups. 

Group 1. Habit dyspepsias, those resulting from 
faulty physical habits such as overeating, over- 
work, lack of occupation and exercise, insufficient 
mastication, constipation, or some combination of 
these factors. 

Group 2. Nervous or psychogenic dyspepsias, due 
to faulty mental or nervous adjustment evidenced 
by nervous tricks such as aerophagy, nervous ex- 
haustion, hysteria, and refusal of food. 

Group 3. Toxic and infective dyspepsias, due to 
tissue poisons, general and local infectious diseases, 
and other obscure conditions interfering with general 
health and nutrition such as alcohol and tobacco, 
pulmonary tuberculosis, oral sepsis, severe anemia, 
states of general debility associated with auto- 
intoxication, muscular hypotonus, loss of fatty 
deposits, and visceroptosis. 

Group 4. Irritative dyspepsias, due to stimuli 
originating in a local or distal organic lesion such 
as gastric and duodenal ulcer, gastrojejunal ulcer, 
chronic infection of the appendix and gall bladder, 
special sense disturbances such as astigmatism, and 
central nervous lesions such as tabes dorsalis. 

Group 5. Mechanical dyspepsias, due to gross 
structural disease or to surgical modifications of the 
anatomy of the stomach such as pyloric stenosis, 
hour-glass stomach, chronic extensive ulceration, 
certain complications and sequela of gastric 
surgery, and carcinoma ventriculi. 

The author discusses in detail the derangements 
of function following gastrojejunostomy for ulcer 
and the complications attendant upon it. 

The faults and complications of gastrojejunos- 
tomy include: (1) a too-patent stoma, (2) a too- 
narrow stoma or a maladapted loop with a vicious 
circle effect, (3) an improperly placed stoma, (4) 
ulceration at or near the stoma, (5) stenosis of the 
stoma secondary to ulceration, and (6) failure of 
healing or recurrence of the original lesion. 

No attempt should be made mechanically to 
circumvent a lesion which is not producing consider- 
able mechanical disturbance of function. The most 
important contra-indications to gastrojejunostomy 
are a short history, a well-marked hypertonus, a 
high abrupt curve of acidity, and rapid emptying. 
The most reasonable indications for operation, 
apart from obvious stenosis, are a long history, a 
subnormal tonus, a slowly climbing acidity curve, 
and slow emptying. H. Hoyt Cox, M.D. 













































Ellison, R. T.: Studies in Gastric Analysis (Double 
Simultaneous Fractional Analysis). Am. J. M. 
Sc., 1925, clxix, 550. 

The author found that simultaneous fractional 
analyses from two points in the stomach definitely 
fixed 10 cm. apart produced curves that were en- 
tirely similar in their general characteristics except 
when they were influenced by biliary regurgitation. 
The acid values from the antrum were always higher 
than those from the fundus except when the former 
were cut by biliary regurgitation. When the bread 
and water meal was given there was a tendency for 
the acid values of the two parts to become equal 
during the second hour because of the diffusion of 
the acid through the fluid meal. 

A recognizable difference in the physical properties 
of the extractions from the fundus and the antrum 
was due to the comminution of the test substance 
by the peristaltic activity of the antrum. If this 
comminution is not found in extractions from the 
antrum, it is evidence that the stomach is not doing 
a portion of the work it should do. 

The antrum, close to the pylorus, is the best place 
to study gastric function, for there the stomach has 
most nearly completed its work on the test material 
and the physical and chemical condition in which 
the test material will be passed on to the duodenum 
can be best determined. 

Fractional analysis, properly performed, is of 
great assistance in the clinical determination of the 
capacity of the stomach for work under test condi- 
tions. It must be kept in mind, however, that the 
“fractional” feature of the examination refers, not 
to the gastric contents, but to the work being done 
by the stomach. It is only by frequent sample 
extractions of the result of gastric work that we 
can obtain a true conception of the course and com- 
pleteness of gastric digestion. 

As biliary regurgitation does not pass beyond the 
antrum into the fundus, its neutralizing effect does 
not extend to the large mass of food held there and 
the acidity of the latter may continue to rise. 

Biliary regurgitation cannot be considered _pri- 
marily as a mechanism to neutralize a high gastric 
acidity because its influence does not extend to all 
of the stomach contents, and because it occurs in 
the presence of an originally low acidity. It seems 
more probable that biliary regurgitation is an ex- 
pression of the reverse peristalsis caused by a lesion 
irritating the muscular wall of the intestinal tract 
either directly or indirectly. 

Any change in the position of the tip of the 
tube during the course of the test alters the curve 
and defeats the object of fractional analysis. 

Wa ter H. Napier, M.D. 


Dawson, A. B.: Histological Changes in the Gastric 
Mucosa (Pawlow Pouch) of the Dog Following 
Irradiation. Am. J. Roentgenol., 1925, xiii, 329. 

The material which forms the basis of this article 
is obtained from Pawlow pouch dogs used by Ivy in 

a study of the physiological effects produced by 
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exposure to the roentgen rays. The Pawlow pouches 
were exposed to a single large dose or the animals 
were given two, three, or four successive exposures 
at intervals of from ten to twenty days. The total 
doses given ranged from 155 per cent to 200 per cent 
of a dog erythema dose, which has been found by 
Ivy, and Martin, and Rogers to be from two and 
one-half to three times that of the human erythema 
dose. The physiological effects observed and the 
histological changes produced by a single exposure 
and by successive exposures seemed to be alike. The 
changes noted are summarized as follows: 

Pawlow pouches exposed to the roentgen rays 
show hypochlorhydria followed by achlorhydria. 
The dose necessary to produce this effect on the 
acid secretion is from 155 per cent to 200 per cent of 
a dog erythema dose. The reduction and eventual 
disappearance of acid from the gastric secretion is 
associated with definite injury to the gastric mucosa. 

The most striking injury occurs in the super- 
ficial portions. Mucous, neck, chief, and parietal 
cells are damaged. The chief cells undergo cystoly- 
sis, while the parietal cells are not so readily broken 
down. Persisting parietal cells which show no 
histological evidence of injury are unable to produce 
acid. 

The mucosa shows passive hyperemia. There is 
no infiltration of white blood cells. The fibroblasts 
do not respond rapidly and no fibrosis is found. No 
phagocytosis is observed and the necrotic tissue is 
apparently sloughed, regeneration occurring from 
below. 

In regenerated mucosa the thickness is markedly 
reduced but the structure is histologically normal. 
The parietal cells show marked variations in staining 
and in nuclear structure. Some cells are pale with a 
pyknotic nucleus while others stain densely and 
their nuclei show a definite reticulum. These differ- 
ences are not so pronounced in normal mucosa. 

Since there can be no epithelial repair until a 
healthy connective tissue substratum is established, 
the delay in healing in these injuries is probably 
dependent upon the sluggish reaction of the fibro- 
blasts. Avotpu Hartune, M.D. 


Dible, J. H.: Gastric Ulcer and Gastric Carcinoma; 
an Inquiry into Their Relationship. Bri. J. 
Surg., 1925, xii, 666. 

It has often been stated by well-known patholo- 
gists that a very large number of cases which reach 
operation with a diagnosis of chronic gastric ulcer 
show malignant changes, and that therefore the 
common fate of a chronic ulcer is malignant degen- 
eration. 

Dible’s study of the relationship of gastric ulcer 
to gastric carcinoma was made on 170 specimens 
removed at operation. The pathological inquiry was 
directed toward learning: (1) the proportion 0 
cases, diagnosed as simple ulcers, which showed 
malignant changes; and (2) the evidence of pre- 
existing ulcer in cases which were definitely cancer- 
ous. 
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In the class of gastric ulcers Dible included only 
lesions diagnosed as simple chronic ulcer, both clini- 
cally and pathologically; that is, prior to microscopic 
examination. In other words, those in which chronic 
ulcer remained the diagnosis up to the time of 
histological examination when evidence of malig- 
nancy was found. In his series of 126 ulcers in which 
the clinical and naked-eye evidence indicated that 
the lesion was a simple ulcer, microscopic examina- 
tion confirmed this diagnosis; none of this consider- 
able series of ulcers showed any malignant change. 
This finding is at variance with the opinion of many 
authorities, probably because of a difference in the 
interpretation of the small downgrowths of epithe- 
lium which are not uncommonly found near the 
edge of a chronic ulcer. The author believes that 
these downgrowths are only part of the general 
distortion of tissues which takes place when healing 
occurs, the epithelium regenerating readily and 
dipping down into the crevices where muscle has 
been destroyed and not regenerated. These 
epithelial displacements were found in 32 per cent 
of cases in the author’s series but were not considered 
malignant changes. 

It was more difficult to determine what proportion 
of undoubted cancers show evidence of an ulcerous 
origin. A chronic ulcer may be present with or 
without fibrosis, and often involves a neighboring 
organ. An important histological feature which was 
found in 96 per cent of the author’s cases of chronic 
ulcer was the completeness with which the muscular 
wall was destroyed. Even when healing was com- 
plete, this loss of continuity in the muscle persisted. 
Another condition frequently found was an obliter- 
ative endarteritis in the vicinity of the ulcer. It was 
therefore assumed that the association of muscle 
destruction, endarteritis obliterans, or vessels con- 
taining organized thrombi with extensive fibrosis 
constitutes the evidence of a previous chronic ulcer. 

Chronic ulcer locally destroys the muscular wall 
in toto in practically every case; cancer may or 
may not do this. When it is possible to trace the 
muscle as a solid band through the entire base of the 
tumor, it can be safely said that the evidence is 
wholly against a preceding ulcer. While endarteritis 
may be present in cancer, more stress has been laid 
upon its absence as indicating the non-existence of a 
previous ulcer than its presence as giving positive 
evidence of that lesion. Fibrosis in a gastric cancer 
may be interpreted as evidence of ulcer only when 
it is entirely free from malignant cells. 

Of thirty-three cases of carcinoma examined, 
nineteen showed no evidence in any way suggesting 
a pre-existing carcinoma. In nine, the weight of 
evidence was against any association with chronic 
ulcer. In the remaining five cases the supervention 
of malignant disease on chronic ulcer was suspected 
on the basis of histological evidence alone. A long 
history, so characteristic of gastric ulcer and likely 
to be given in a case of ulcer which has become 
cancerous, was given in two of these five cases. It 
may therefore be concluded that in only two of 
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thirty-three cases of gastric cancer did the entire 
weight of evidence, clinical and histological, point to 
a direct connection between the two conditions. 

Accordingly it seems apparent that it is not the 
normal fate of gastric ulcer to become malignant nor 
usual for a gastric cancer to originate in a chronic 
ulcer. These conclusions, based entirely on histo- 
logical evidence, are flatly contradictory to the 
opinions expressed particularly by American workers. 

The following clinical evidence also is found to 
support this view. Gastric ulcers are most common 
upon the lesser curvature about 2 or 3 in. from the 
pylorus, while carcinoma occurs most frequently 
closer to the pylorus. Ulcer is common in the 
duodenum, where cancer isseldom seen. The 
history of gastric ulcer is usually long while that of 
gastric cancer is usually short. The average age of 
the author’s patients with ulcer and carcinoma when 
the duration of symptoms is taken into account is 
33 and 45 years respectively. 

In conclusion the author discusses the incidence 
of gastric carcinoma after operations for gastric 
ulcer in which the ulcer is not removed. Balfour of 
the Mayo Clinic concludes from an investigation of 
2,323 cases that the expectation of life for the first 
five years following operation is considerably less 
than that of normal persons or persons who have 
been operated upon for duodenal ulcer. Seventeen 
per cent of such persons died in this three and one- 
half year period. This study and other follow-up 
investigations had led Balfour to conclude that the 
most important single factor influencing the life 
expectancy of a person operated upon for gastric 
ulcer is gastric cancer. 

Dible contends, however, that there may be an 
error in Balfour’s conclusions as a certain number of 
these cases may have been cancerous from the onset 
since the diagnosis of ulcer was not proved by 
pathological examination. Balfour’s final conclu- 
sions are that the death rate of persons operated 
upon for gastric ulcer is under twice that of the 
normal population of similar age and sex groups, 
and that the carcinoma death rate is only 6 per cent 
of the total number of cases operated upon. This is 
a very different figure from the 50 to 70 per cent 
mortality that would have occurred without radical 
operation if the contention were correct that this 
percentage of chronic ulcers show early malignant 
changes. Cyrit J. Giaspet, M.D. 


Babcock, W. W.: The Field of Partial Gastrectomy 
in the Treatment of Ulceration of the Stomach 
and Duodenum. Am. J. Obst. & Gynec., 1925, ix, 
473- 


Primary gastrectomy for peptic ulcer, while often 
a tedious and difficult operation, has a low primary 
mortality comparing well with that of other radical 
methods of treating ulcer. After partial gastrectomy 
convalescence is, as a rule, as smooth as after a 
simple gastro-enterostomy, and there is reason to 
believe that the secondary morbidity of partial 
gastrectomy, especially for gastric ulcer, is less than 
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that of gastro-enterostomy with or without local 
excision. 

Partial gastrectomy for ulcer is yet in the develop- 
mental stage; the best method of resection remains 
to be determined. 

In cases of duodenal ulcer, the field of partial 
gastrectomy is at present more limited, but for cer- 
tain forms of duodenal ulcer not amenable to treat- 
ment by gastro-enterostomy, partial gastrectomy 
is the operation of choice. For recurrent ulcer or 
jejunal ulcer following gastro-enterostomy, it is most 
valuable. As gastro-enterostomy tends to make a 
well person sick, a partial gastrectomy should not 
incorporate its physiological errors. 

The most physiological type of partial gastrectomy 
is a modification of the Billroth I operation. Every 
effort should be made to develop this into a safe and 
reliable procedure. 

Gastrectomy marks a developmental phase in the 
evolution of gastric surgery. Its disadvantages are 
such that we should aim to supplant it by better 
operative methods. E. L. Cornett, M.D. 


Keene, R.: A Case of Acute Obstruction at the 
Site of a Gastrojejunostomy. Brit. J. Surg., 
1925, Xii, 791. 

The author reports the case of a man who had been 
operated upon for a perforated duodenal ulcer. The 
ulcer was closed and invaginated, a posterior gastro- 
enterostomy was performed, and the abdomen was 
closed without drainage. Convalescence was un- 
eventful. The patient then remained practically 
well until three years later when he was suddenly 
seized with severe pain in the upper abdomen. A 
provisional diagnosis of perforated anastomotic ul- 
cer was made. 

At operation, the proximal loop of the gastro- 
enterostomy was found distended, and when the 
anastomosis was undone it was discovered that, the 
entire small intestine had migrated from right to 
left between the stomach and this proximal loop so 
that it lay in the left flank. The migration had so 
distorted the stoma as to produce complete obstruc- 
tion at that point with acute dilatation of the stom- 
ach and duodenum. The herniated bowel could not 
be returned to its normal position. After the 
evacuation of a large amount of offensive fluid from 
the stomach, the anastomosis was reconstructed. 
An uneventful recovery ensued. 

In conclusion the author states that the marked 
tetany with contractures of the hands and feet 
should have suggested gastric dilatation instead of 
a perforated viscus. The cause of the migration of 
the intestines is not known. 

Cyrit J. Grasret, M.D. 


Brown, K. P.: The Late Results in a Series of 
Forty-Nine Cases of Perforated Gastric and 
Duodenal Ulcers. Edinburgh M. J., 1925, ns. 
xxxii, 207. 

In Brown’s first group of thirty cases of ulcer, a 
duodenal ulcer was found in twenty-eight, a pyloric 





ulcer in one, and a gastric ulcer in one. The data of 
these cases are shown in the following table: 
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Of the cases which terminated fatally after simple 
closure, the perforation occurred forty-eight hours 
previously in two. One patient died nine days later 
from a heart attack, one failed to rally from the 
operation, and another succumbed to_broncho- 
pneumonia twelve days after the operation. 

In the second group of nineteen cases, duodenal 
ulcer was found in sixteen, pyloric ulcer in two, and 
gastric ulcer in one. The data of these cases were as 
follows: 
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Simple closure of the ulcer was the method adopt- 
ed in thirty-nine cases. Thirty-one of the patients 
so treated recovered and eight, died. The mortality 
was therefore 20.5 per cent. An important factor in 
the prognosis is the time elapsing between the per- 
foration and the operation. 

Brown believes that the best results are obtained 
by gastro-enterostomy. From.a review of his imme- 
diate and late results he concludes that either simple 
closure alone or closure with gastro-enterostomy will 
often result in a cure and that when operation is per- 
formed within the first twelve hours after the per- 
foration and the patient is in good condition the 
addition of gastro-enterostomy will not increase 
the mortality and will hasten convalescence. Of his 
patients who were subjected to gastro-enterostomy 
in addition to closure of the perforation almost all 
have gained weight and look vigorous, while of 
those who were treated only by closure of the per- 
foration some have not gained weight and many, 
though without symptoms, are anemic and not 
vigorous. Emit C. Ropitsuex, M.D. 


Walton, A. J.: The Surgical Treatment of Cardio- 
spasm. Brit. J. Surg., 1925, xii, 701. 
Cardiospasm is a condition of dilatation and 
hypertrophy of the cesophagus in which, on post- 
mortem examination, no obstruction can be found 
distal to the dilatation. There are three varieties of 
this dilatation and hypertrophy: (1) the fusiform, 
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which is the most common; (2) the flask-shaped; 
and (3), the S-shaped, which is the rarest. In cardio- 
spasm the obstruction is not at the cardiac orifice 
but at the level of the diaphragm. Jackson has 
applied the name “‘phrenicospasm” to this condi- 
tion. 

The most characteristic change in the cesophagus 
after the enormous dilatation is the hypertrophy of 
the muscular wall. This is commensurate with the 
dilatation. Atrophy has never been observed; 
therefore the condition cannot be of paralytic origin. 
The portion of the oesophagus passing through the 
diaphragm and the part between the diaphragm and 
stomach, including the cardiac sphincter, are gen- 
erally normal. The mucosa shows secondary changes, 
being at first smooth and flattened and later, as the 
result of stagnation and decomposition changes, 
becoming infected and ulcerated. 

Cardiospasm is not a hysterical disease of young 
women; the average age of the patients in the 
author’s series was 52 years. Neither is it nearly so 
common as cesophageal carcinoma. 

The onset is usually gradual, and there is gener- 
ally a long history of epigastric pain and distress 
following eating. Swallowing, even of liquids, causes 
distress, and vomiting gives immediate relief. The 
obstruction is at first intermittent, but soon be- 
comes well established, discomfort following every 
meal. The vomited material which is usually 
frothy, contains a great deal of mucus and shows 
little change resulting from digestion. It is alkaline 
in reaction and contains no free hydrochloric acid. 

Since so little food passes into the stomach, the 
patient may soon reach an extreme degree of emaci- 
ation, 

The X-ray picture after an opaque meal is char- 
acteristic as it demonstrates the very marked dilata- 
tion. The cesophagoscopic picture is also character- 
istic, showing the tight contraction of the lower end 
of the oesophagus and the enormous dilatation. A 
small bougie passed through the cesophagoscope will 
pass through the opening only with great difficulty 
and will at once be so firmly gripped that it is diffi- 
cult to withdraw it. 

In the differential diagnosis, it is usually easy to 
tule out carcinoma of the stomach or oesophagus or 
a mediastinal tumor. 

The cause of this condition is not. plain, but 
according to the theories generally held today the 
obstruction is due to incoordination of the muscular 
movements of the oesophageal wall, or to spasm. 
In either case the cause of the abnormal muscular 
movements must be sought. 

The treatment should be directed toward dilata- 
tion of the muscular wall at the level of the dia- 
phragm. This is done most simply by passing a bougie 
from above. The most satisfactory instrument is 
the hydrostatic dilator devised by Plummer,which 
is passed on a silk thread previously swallowed and 
anchored in the bowel. The thread prevents the 
possibility of a false passage. However, while 
Plummer and others have obtained very satisfac- 
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tory results with this dilator, the author found it 
difficult to use it satisfactorily, possibly because his 
cases were very advanced. Dilatation by the hydro- 
static dilator should always be tried first. If it fails, 
operative treatment through the stomach according 
to the method of Mikulicz is indicated. In the 
latter, after exploration for pathological changes, 
the stomach is opened so that the entire hand can 
be passed into it and the constricted cesophageal 
opening is gradually dilated with the fingers until at 
least three fingers can be introduced. The stretching 
must be done very carefully. 

The author cites in detail the sixteen cases he has 
had under his care. In two of these, which were early 
cases, the symptoms were completely cured by the 
passage of bougies. The fourteen other cases were 
advanced and required abdominal section. There 
was only one death. 

The author doubts whether there is any change 
in the walls of the cesophagus following removal of 
the obstruction. Cyrit J. Giaspet, M.D. 


Hartwell, J. A.: Syphilis of the Stomach. Ann. 
Surg., 1925, Ixxxi, 767. 

Hartwell states that Chiari found syphilis of the 
stomach in only one of 145 patients with congenital 
syphilis and in only one of ninety-eight dying of 
acquired syphilis. Of seventy-five who lived to 
later childhood, twenty-seven showed marked cir- 
culatory changes in the stomach which could be 
considered secondary to syphilitic disease of the 
liver. Of those with acquired syphilis thirty-seven 
showed similar changes which could not be con- 
sidered the direct result of syphilitic invasion of the 
organ. 

The literature reports only twenty-five cases in 
which the diagnosis was based on a histological 
examination. Papenheimer found the condition in 
only one of 4,880 autopsies, 316 of which were per- 
formed in cases of advanced syphilis. Turnbull 
found no case in 13,000 autopsies and 700 operative 
specimens of the stomach. 

The pathological process consists of an early and 
a late stage. The early stage includes a cellular 
infiltration of the submucosa of the granulation 
tissue type with epithelioid cells. Central necrosis 
occurs with emigration of polymorphonuclear leuco- 
cytes. The late stage consists of the formation of 
dense fibrous tissue, chiefly in the submucous layer, 
with endarteritis obliterans. In addition, infiltra- 
tion with plasma cells, lymphocytes, and eosino- 
philic leucocytes is often characteristic of the dis- 
ease. The presence of spirochete in the lesion 
has been reported, but this is apparently not an 
essential feature of the histological picture. As 
a rule the ulcer is large and there is considerable 
thickening of the submucosa. ‘The non-specific 


ulcer is more often multiple, but it is difficult to 
differentiate grossly between syphilitic and chronic 
peptic ulcer. 

The clinical data are of no aid in the differential 
diagnosis between carcinoma and peptic ulcer. The 
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relief of symptoms by treatment is not sufficient 
evidence unless gastric deformity demonstrated by 
the X-ray, which has resisted other forms of treat- 
ment, can be overcome by antisyphilis management. 
Such X-ray evidence as the typical dumbbell type 
of hourglass stomach is not accepted by many 
authorities. The importance of differentiating 
between true syphilitic ulcer and ulcer in persons 
with syphilis is evident. The finding of a gastric 
ulcer in a patient with syphilis and a positive 
Wassermann test is no assurance that the lesion is a 
syphilitic ulcer. 

As an illustration the author reports the case of a 
woman 39 years old who was suffering from chronic 
epigastric pain which was not controlled by alka- 
lies. The Wassermann test was 4 plus but there 
was no physical evidence of syphilis. The fluoro- 
scope revealed a persistent irregularity of the pars 
media and pars pylorica with a decrease in the 
lumen. The diagnosis of a new growth of the 
scirrhous type was made. The gross specimen 
showed an ulcer of the posterior wall with an irregu- 
lar outline, elevated edges, and thickening of the 
submucosa. Histological examination proved the 
lesion to be a simple peptic ulcer. 

Witiram J. Picketr, M.D. 


Wyard, S.: Some Observations on the Condition 
Sometimes Called Leather-Bottle Stomach. 
Surg., Gynec. & Obst., 1925, xl, 449. 

The term “leather-bottle stomach” has been 
applied to various gastric conditions, such as fibro- 
matosis, scirrhous carcinoma, linitis plastica, cir- 
rhosis, and fibroid induration. The author contends 
that this name cannot be employed to connote any 
particular pathological change and should be used 
only to denote a certain macroscopic change in the 
stomach. Two separate and distinct pathological 
entities to which it has been applied are gastric 
fibromatosis and gastric carcinoma, the former 
benign and the latter malignant. 

Wyard describes in detail two operative speci- 
mens of local gastric fibromatosis. The histological 
appearance of this condition is characteristic and 
bears no relationship to that of malignancy, but 
clinically gastric fibromatosis and cancer of the 
pylorus are indistinguishable. 

No attempt is made to reach a conclusion regard- 
ing the etiology of fibromatosis, but its relation to 
syphilis, tuberculosis, neoplasm, and inflammation 
is discussed. In the cases studied, histological ex- 
amination excluded the first three of these condi- 
tions, but the presence of leucocytic infiltration and 
of eosinophile cells scattered throughout the mass 
indicated that inflammation is a factor. 

It is possible that the virus may reach the deeper 
part of the gastric wall by metastasis from a dis- 
tant septic focus, by penetration of the normal 
mucosa or a mucosa damaged by intragastric toxins, 
or by way of a minute lesion or lesions in the mu- 
cosa, possibly an acute ulcer, but if this were cor- 
rect it is probable that the lesion would more closely 


resemble a chronic ulcer. The most logical solution 
of the problem appears to be the hypothesis that 
the condition is primary and neoplastic, a fibroma- 
tosis upon which an inflammatory element is sub- 
sequently engrafted. 

The symptoms resemble those of carcinoma. 
There may or may not be a history of indigestion, 
but if such a history is given there has been a recent 
exacerbation of the symptoms. Abdominal pain 
and constipation are present, and vomiting of the 
obstructive type occurs. Complaint may be made 
of flatulence. The appetite fails and there may be a 
distaste for food. A marked loss of weight occurs. 
On examination, an epigastric tumor is felt; this is 
hard, freely movable, and not tender. The stomach 
is dilated and may be distended with gas. A suc- 
cussion splash is noted. In fact, pyloric obstruction 
is present. The X-ray will reveal the pyloric steno- 
sis and gastric dilatation, and may show irregularity 
about the pylorus suggestive of malignant disease. 
The condition may be confused with cancer and 
may be distinguished from it only by laparotomy 
and microscopic examination. 

Untreated cases are inevitably fatal. Only surgi- 
cal treatment is of avail. Pylorectomy with end-to- 
end anastomosis or a posterior gastrojejunostomy 
is the ideal operation, but may not be possible 
because of the patient’s general condition. 

Diffuse fibromatosis may involve the entire 
stomach. The author reports a case of this type. 
Exploratory laparotomy was performed, but nothing 
could be done. 

Although it has been definitely shown that 
leather-bottle stomach may be simple, there is no 
doubt that the majority of cases are malignant. 
However, the lesion is not always of the same type, 
nor is it necessarily a scirrhous carcinoma. The 
growth may be a scirrhous carcinoma, a cylinder- 
cell carcinoma, or a colloid carcinoma. A case of 
each of these types is reported in detail. 

The etiology, symptomatology, diagnosis, and 
treatment of these cases do not differ from those of 
carcinoma ventriculi as a whole. 

In conclusion the author states that as leather- 
bottle stomach is neither a clinical nor a pathological 
entity, the term ‘“‘leather-bottle stomach” should 
be abandoned. The condition to which it has been 
applied may be either simple or malignant. “ Dif- 
fuse fibromatosis” and “diffuse carcinomatosis” 
are suitable names which aptly designate the two 
conditions included by the original term. 

MERLE R. Hoon, M.D. 


Rowlands, R. P.: Cancer of the Stomach. Bri. 
M. J., 1925, ii, 587. 

The increasing death rate from gastric ulcer is due 
to failure to discover the lesion in old persons and to 
the hesitancy of the aged to undergo radical treat- 
ment. The mortality would be greatly lowered if 
the laity learned the importance of early operation. 
Earlier and better treatment of gastric ulcer would 
definitely lower also the incidence of gastric cancer. 
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Persons over 35 years of age who have obstinate 
dyspepsia with anorexia, wasting, anemia, pain, 
vomiting, and achlorhydria should be examined 
without delay. The X-ray examination is invalu- 
able, but the author does not consider the roentgen 
findings so accurate as is claimed by Carman and 
MacCarty. : 

Laboratory findings serve to differentiate between 
carcinoma of the stomach, pernicious anemia, 
syphilis of the stomach, and carcinoma of the body 
of the pancreas. Frequently, chronic ulcer and car- 
cinoma of the stomach can be distinguished only 
by microscopic section. 

Exploration should be advised if the diagnosis 
cannot be fully settled by other measures. If cancer 
is not found, other conditions are often discovered 
which can be remedied surgically. Exploration is 
contra-indicated if the patient’s general condition is 
poor, if there is evidence of metastatic growth, and 
if resection is impossible on account of the size, 
location, or fixation of the tumor. Gastrojejunos- 
tomy is of no value unless there is definite obstruc- 
tion. 

Rowlands believes that after extensive resection 
the duodenum should be closed and the jejunum 
anastomosed to the cardiac remainder by Pélya’s 
method. After the method of Balfour, the jejunum 
is best placed in front of the transverse colon. 
Mayo’s modification of the Billroth I method may be 
employed when the growth is small. He mobilizes 
the lesser curvature and removes the gastrohepatic 
omentum with its glands and much of the lesser 
curvature of the stomach along which the growth 
often spreads. As the intramural spread is believed 
to extend not more than 3 cm. from the edge of the 
primary growth, wider resection is unnecessary if 
the lymphatic glands are extensively removed. The 
stomach wound is sutured along the lesser curva- 
ture, the diameter of the opening being left about 
the size of the duodenum to which it is attached. 

In the cases of certain old and feeble patients and 
those weakened by pyloric obstruction, a preliminary 
gastrojejunostomy well to the end of the growth is 
indicated, but this often renders the secondary 
resection more difficult because it decreases mo- 
bility. 

Cones are cited to show the relief afforded by 
resection. Vircit E. Dupman, M.D. 


Hartung, A.: Diverticula of the Duodenum. 
Radiology, 1925, iv, 308. 

This article is a review of the literature relating 
to duodenal diverticula and a discussion of a num- 
ber of the author’s cases. Consideration is given 
to the incidence, etiology, occurrence as regards age, 
sex, and location, and classification of such diver- 
ticula. Their anatomical structure is described and 
mention is made of pathological conditions which 
have been found associated with them at operation 
or autopsy. Their relationship to the symptoms 
and their diagnosis from the clinical and roent- 
genological standpoints are discussed. During life, 
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examination with the X-ray is practically the only 
accurate method of determining their presence. The 
technique used in making the examination, the 
difficulties encountered, and the direct and differ- 
ential findings are described in some detail. 

When a diverticulum is found accidentally, its 
treatment must depend upon its possible relation- 
ship to the symptoms in the particular case. If the 
diverticulum is tender and retains its contents 
unduly long and if there is no other clinically or 
roentgenologically demonstrable condition which 
will account for indefinite and atypical symptoms 
in the upper abdomen, an operation upon the diver- 
ticulum should be considered. Before operation is 
undertaken, however, the findings should be verified 
by re-examination and special attention should be 
paid to the location and movability of the divertic- 
ulum since it is upon these factors that opera- 
bility may depend. 

The author gives a detailed report of seven cases 
and supplements them with roentgenograms. 

Apotew Hartunc, M.D. 


Poate, H. R. G.: Some Aspects of Early Intestinal 
Obstruction. Med. J. Australia, 1925, i, 392. 


In acute obstruction the initial symptoms are 
those of peritoneal shock. In the advanced stages 
the picture is that of toxic absorption. The initial 
pain becomes rapidly aggravated by the increased 
peristalsis attempting to overcome the obstruction. 
Vomiting occurs early and is more severe in char- 
acter the higher the level of the obstruction. It is 
gastric in type at first and soon becomes fecal. 
Although the odor of the vomitus resembles that of 
feces, it arises from a perverted secretion in the 
intestine due to the products of the protein dis- 
integration. 

Experimental work has shown most clearly that 
the closer the obstruction to the duodenum the 
more rapid and profound is the change in the 
intestinal contents. While bacterial decomposition 
plays some part in this change, a toxemia has 
already developed. The presence of a toxin has 
been demonstrated in the contents of the obstructed 
jejunum. This toxin is probably chemical. Dis- 
turbance of function of the pancreas and liver may 
also play an important part. 

It is apparent that early diagnosis and immediate 
operation are imperative. The condition of shock 
must receive treatment; fluids should be pushed to 
the limit. Repeated gastric lavage often eliminates 
the toxic material and delays gastric dilatation. 

Joun W. Nuzvum, M.D. 


McKelvey, J. L.: Symptoms of Some Forms of 
Intestinal Obstruction. Med. J. Australia, 1925, 
i, 389. 


The author discusses four types of disease simu- 
lating intestinal obstruction. For intestinal obstruc- 
tion due to a gall stone the calculus must have a 
diaméter of about 2.5 cm. (1 in.). Such stones are 
usually single and their path of entrance into the 
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bowel is most frequently a fistulous communication 
between the gall bladder and stomach or duodenum. 
The site of obstruction is usually in the smali 
intestine, but in a few rare instances the stone has 
lodged in a stricture or narrowed area of the large 
bowel. There is a history of repeated gall-stone colic 
with jaundice, a dull aching, a pain in the right 
upper quadrant radiating to the right shoulder 
blade, and attacks of chronic dyspepsia. When a 
calculus lodges in the terminal ileum, vomiting, 
abdominal distention, and collapse rapidly super- 
vene. Operation gives relief in about 50 per cent of 
such cases. 

The signs and symptoms of mesenteric thrombosis 
and embolism often simulate those of intestinal ob- 
struction more or less closely. It is estimated that 
fully 70 per cent of such cases are fatal. The superior 
mesenteric vein is more often involved than the 
inferior. Occlusion of the inferior mesenteric vein 
rarely leads to infarcation, but occlusion of the 
superior mesenteric vein may be followed by a com- 
plete venous collateral circulation. The most com- 
mon cause is probably acute appendicitis, but ex- 
tension of clotting from the splenic vein may lead 
to the same condition. Primary mesenteric venous 
thrombosis generally begins as a phlebitis following 
a septic process in the intestinal tract. 

Arterial thrombosis and embolism are most serious 
in their results. As the superior mesenteric artery is 
an end-artery functionally although not anatomi- 
cally, a sufficient collateral circulation is rarely 
established. Only about five cases of thrombosis of 
the inferior mesenteric artery are on record. Em- 
bolism is much commoner and practically always 
occurs in the superior mesenteric artery. The 
symptoms are similar whether the lesion is due to 
venous or arterial obstruction. The initial pro- 
dromal symptom is a sudden severe attack of ab- 
dominal pain associated with nausea and the 
vomiting of blood-stained material. Blood may 
appear in the discharges from the bowel. The pa- 
tient is in collapse at the onset, is covered with cold 
sweat, and has an anxious expression. The pulse is 
rapid and the temperature subnormal. Abdominal 
distention promptly increases. The pain is of the 
most severe type and is not relieved by morphine. 
It is present in every case. It is usually most intense 
in the epigastric and umbilical regions. At times, 
the condition is extremely difficult to differentiate 
from acute hemorrhagic pancreatitis and volvulus. 

Joun W. Nuzum, M.D. 


Deaver, J. B.: Postoperative Intestinal Obstruc- 
tion. Aflantic M. J., 1925, xxviii, 421. 


Postoperative intestinal obstruction, in most 
cases, follows an operation for acute appendicitis. 
The primary cause of both conditions is peritonitis. 
The most common conditions giving rise to acute 
abdominal pain in an otherwise normal person are 
acute appendicitis, acute calculous cholecystitis, 
strangulated hernia, perforated duodenal or gastric 
ulcer, acute pancreatitis, and mesenteric thrombosis. 








In postoperative intestinal obstruction the lesions 
found are adhesions and bands or membranes, 
These are due to the peritoneal exudate resulting 
from inflammation of the peritoneum. In the very 
early cases of obstruction (those occurring two or 
three days after operation) the obstruction is usually 
caused by agglutination of one or more coils of the 
bowel. Not infrequently an appendiceal abscess 
forms beneath the mesentery of the terminal ileum; 
this also is a common site for the development of 
intestinal obstruction. 

The most difficult conditions to differentiate from 
acute obstruction of the intestines developing in a 
patient recently operated upon for acute appendi- 
citis, are secondary abscess and paresis of the small 
bowel due to peritonitis. Given a patient with a 
history of an acute abdominal condition, presenting 
a scar of.a recent laparotomy, and complaining of 
attacks of intermittent abdominal pain, intestinal 
obstruction should be considered at once. Many 
lives have been lost by failure to recognize the rela- 
tionship between an abdominal operation and the 
onset of sudden acute pain in the abdomen. 

Characteristic symptoms in early obstruction are 
intermittent cramp-like pains followed first by 
nausea and later by vomiting. Gastric lavage fails 
to relieve the vomiting for as long as it does in peri- 
tonitis and paralytic ileus. In early obstruction 
there is hyperperistalsis occurring in waves; later, 
the peristalsis is diminished. 

Gastric lavage in mechanical obstruction yields a 
dark, foul-smelling fluid. When an enema is followed 
by a bowel movement it is often the cause of false 
hope and delay of operation; when the obstruction 
is in the small bowel it means nothing. It is better 
to re-open the abdomen and find no lesion than to 
open it and find a gangrenous or mottled bowel, 
foul-smelling fluid in the abdomen, etc. 

At the time of the primary operation the closure 
of tears in the great omentum and the mesentery and 
peritonization of raw surfaces when possible are of 
great importance. Joun W. Nuzum, M.D. 


Tuttle, H. K.: The Mortality of Intestinal Ob- 
struction: A Study of 150 Cases Coming to 
Operation or Autopsy. Boston M.& S.J., 1925, 
cxcii, 791. 


Of the 150 patients whose cases are reviewed in 
this article, 119 were males and ninety-five were 
colored persons. The ages ranged from 3 days to 
68 years. In 120 cases the onset of the condition was 
acute and in eighteen it was gradual. In twelve, 
the nature of the onset could not be determined 
from the records. All of the cases which were not 
operated upon were fatal. 

The chief causes of the intestinal obstruction were 
strangulated hernia in fifty-nine cases; postoperative 
adhesions in twenty-four; peritoneal bands in nine; 
intussusception in seven; and carcinoma in seven. 

The most common symptons were pain in 102 
casés; vomiting in ninety; abdominal distention in 
forty-seven; scrotal tumor in forty-five; abdominal 
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tenderness in thirty-seven; and constipation in 
thirty-four. 

The importance of early operation is shown in the 
following table: 


Time from onset Mortality 
to operation Cases Deaths Per cent 
Less than 6 hours 13 ° ° 
a & 2 25 I 4 
: -_ = 39 7 15.4 
= wae 5° 9 18 
es 3 days 70 17 24.3 
ogee 4? 84 26 30.9 
er &* 99 37 27.4 


The total number of deaths was fifty-three, a 
mortality of 41.8 per cent. 

In the first twenty-four hours, while the general 
condition is good and the obstruction is slight, the 
only treatment is removal of the cause preceded 
and followed by gastric lavage. In early cases the 
results are excellent. After the second, third, and 
fourth days, if the general condition is still good 
but there is considerable intestinal distention and 
severe vomiting occurs, the treatment of choice is a 
high jejunostomy with postoperative irrigation of 
the bowel through the tube. 

In the third stage, when the patient’s condition 
is poor, the treatment should be the second-stage 
treatment under local anzsthesia and then, if the 
patient survives, a secondary operation later for the 
relief of the obstruction. Suriey C. Lyons, M.D. 


Long, L.: The Prevention of Postoperative Intes- 
tinal Incompetence. J. Jowa State M. Sc., 1925, 
XV, 195. 

The author states that the factor determining 
intestinal incompetence following the average intra- 
abdominal operation is exhaustion of the intestinal 
musculature. He believes that, on account of its 
extent, location, and environment, the intestinal 
tract is always damaged and that, as a result, the 
patient leaves the operating table with the func- 
tional power of the intestines greatly reduced. Three 
requirements for the prevention of postoperative 
intestinal incompetence are water, rest, and sleep. 
These are of importance both before and after 
operation. Long gives the following rules. 

Wash out the stomach. Repeat the lavage 
every two, three, or four hours until the material 
returned does not indicate regurgitation of intes- 
tinal contents or, if preferred, introduce a duodenal 
tube and let it stay in. The stomach and upper 
intestine must be kept as free from toxic material as 
possible. 

Give morphine and repeat it often enough to 
keep the patient comfortable. 

_ Give water by proctoclysis, hypodermoclysis, or 
in some other manner. 

Give nothing by mouth. 

Introduce the end of a colon tube well above 
the sphincter occasionally and let it remain in place 
for an hour or two. Emit C. RopitsHek, M.D. 
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Rankin, F. W.: Surgery of the Left Colon. South. 
M.J., 1925, xviii, 287. 

Kerr, H. H.: The Radical Treatment of Hirsch- 
sprung’s Disease. South. M.J., 1925, xviii, 290. 


RANKIN states that in cancer, diverticulitis, and 
chronic ulcerative colitis requiring surgical inter- 
vention on the left colon an ileostomy after the 
method of Brown or Stone’s modification of the 
Brown ileostomy is the most satisfactory method of 
approach. Mummery, however, believes that an 
appendicostomy is the method of choice. Ileostomy 
has the advantage of putting the entire colon at rest 
and providing a means of through-and-through irri- 
gation. 

The problem of when to close the ileostomy, if at 
all, is an important one. Frequently the closure of 
an enterostomy may be undertaken after all clinical 
symptoms have disappeared and proctoscopic and 
roentgenological examinations reveal entire absence 
of ulceration. Often, however, the closure is followed 
by a return of the diarrhoea necessitating the forma- 
tion of a new artificial anus. In many cases an 
ileostomy must be tolerated permanently. 

Diverticulitis has been recognized within the 
past decade and a half as a definite clinical entity 
with a syndrome of its own which is often charac- 
teristic but sometimes may be indistinguishable 
from that of cancer. Diverticula occur in all seg- 
ments of the colon. With the exception of those in 
the left colon, they are usually symptomless. Judd 
recently reported that in a series of 615 cases of 
diverticulosis which were diagnosed by means of 
roentgenograms, only 167 required surgical inter- 
vention. 

Unquestionably, diverticulitis is more difficult to 
treat from the standpoint of technique and im- 
mediate mortality than malignancy. Although 
obstruction is rare, infection is always present and 
this renders a single-stage resection hazardous, 
particularly if there are complicating fistula. A 
preliminary colostomy, high in the sigmoid, with 
secondary resection and end-to-end anastomosis 
has the lowest mortality and best end-results. 
When abscess formation is present, drainage of the 
abscess is indicated. 

The left colon, not including the rectum, is more 
frequently the site of cancer than the other seg- 
ments. Statistics show that approximately 64 per 
cent of colonic cancers appear in the pelvic colon, 7 
per cent in the descending colon, and 3 per cent in 
the splenic flexure. In acute obstruction due to 
malignancy the mortality is exceptionally high. In 
cases reported by Burgess in which colostomy and 
exploration were done the operative mortality was 
29 per cent. Primary resection was followed by a 
mortality of 85 per cent. The author believes that 
in this condition it is best to establish some type of 
intestinal drainage under local anesthesia alone or 
supplemented by nitrous oxide anesthesia and to 
wait for the acute symptoms to subside before giving 
further treatment. The procedure of choice is 
Brown’s ileostomy or a cecostomy done through a 











196 


gridiron incision and without exploration. At a sub- 
sequent stage the location of the obstruction may 
be determined and resection undertaken. A suc- 
cessful intestinal resection requires the relief of the 
intracolonic pressure after the operation. 

Up to recent years a mortality of from 15 to 17 
per cent has been considered the average of opera- 
tions on the left colon, but the two-stage resection 
has reduced this to 12 per cent, the mortality of 
operations on the right colon. 

After colostomy or cecostomy, resection may be 
carried out in a more radical manner in the second 
stage. The approach to the growth should be mesial 
to the colostomy. Mobilization of the growth is 
easily accomplished by splitting the peritoneum on 
the outside and rolling the entire mass inward. 
After resection of the segment and its gland-bearing 
area, an end-to-end anastomosis should be estab- 
lished without a tube. The operation is completed 
by closure of the artificial anus. 

Kerk, after describing the etiology and diagnosis 
of Hirschsprung’s disease, advocates surgical treat- 
ment. He removes the diseased bowel and estab- 
lishes an end-to-end anastomosis of the healthy 
bowel. This is done in one operation, if possible, 
and by the basting-stitch method. The bowel hav- 
ing been clamped in its normal part and sectioned 
with a cautery, the two ends are closed over the 
clamps with a continuous right-angled Cushing 
stitch. The end-to-end anastomosis is then done 
with catgut and the basting stitches are removed. 
This method prevents soiling of the peritoneum 
and greatly reduces the chances of complications. 

Howarp A. McKnicut, M.D. 


Larimore, J. W.: Diverticulitis of the Large Intes- 
tine. J. Missouri Stale M. Ass., 1925, xxii, 129. 


At the Washington University X-ray laboratory, 
diverticulosis of the large intestine was demon- 
strated in fifty-five (1.24 per cent) of 4,408 examina- 
tions. Twenty-one cases showed only isolated 
diverticula, usually fewer than four. Thirty-four 
showed multiple diverticula. The sigmoid was the 
portion of the colon most frequently involved. 
Spasticity and local spasm of the bowel are domi- 
nating factors in occlusion of the diverticula. This 
explains why diverticulitis occurs most commonly 
at the rectosigmoid, even when the diverticulosis 
involves the colon more extensively. 

The most prominent symptoms of diverticulitis 
are more or less localized pain, abdominal cramping, 
and tenderness in the lower left quadrant. Consti- 
pation is a notable accompaniment of diverticulosis 
and diverticulitis. During the attacks there may be 
the pseudo-diarrhoea of spastic constipation with 
frequent small actions associated with abdominal 
colic; the passage varies from a fecal stool to mucus 
which may show blood. During attacks of divertic- 
ulitis, an acutely tender mass is often palpable in 
the left lower quadrant. 

Diverticulitis may be self-limiting and recurrent. 
Complicating and progressive conditions are ex- 
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ternal fistulae and fistule to contiguous organs, 
colonic obstruction, malignancy, and _ localized 
abscesses. General peritonitis may result. 

The diagnosis of diverticulitis may be fairly cer- 
tain in characteristic cases. The condition must be 
differentiated from pelvic disease, urological diseases 
on the left side, appendicitis, and primary malig- 
nancy. In the majority of cases the X-ray will give 
conclusive confirmatory evidence. 

The treatment of diverticulitis must be adapted 
to the requirements of the particular case. Simple 
diverticulitis with recurrent attacks may be consid- 
ered an indication for surgery, but when the divertic- 
ulitis involves the entire colon, operation should 
be elective. 

In acute obstruction of the colon, acute peri- 
diverticular abscess with or without perforation, 
chronic obstructing fibrosis about the diverticula- 
bearing area, and malignant involvement operation 
is necessary. Medical treatment of diverticulitis 
includes primarily the care of the relative or actual 
constipation. In the cases reported in this article 
magnesium sulphate enemata seemed to have an 
aborting influence when pain indicated a recurrence 
of the inflammatory process. 

Oscar S. Proctor, M.D. 


Erdmann, J. F., and Morris, J. H.: Polyposis of the 
Colon: A Survey of the Subject. Surg., Gynec. & 
Obst., 1925, xl, 460. 


Polyposis of the colon is essentially a disease of 
early adult life. It occurs considerably more fre- 
quently in males than in females. It is frequently 
associated with intestinal intussusception, intestinal 
obstruction, and a variety of vague abdominal 
symptoms. Intestinal polyps include fibromata, 
lipomata, myomata, and adenomata. Adenomata 
are more common and widely disseminated than 
the others and are usually multiple. 

Clinically, polyposis of the intestine may be 
divided into the adult or acquired type and the 
adolescent or congenital, disseminated type. 

Acquired polyposis is associated with evidences 
of chronic irritation of the mucous membrane, such 
as hemorrhages, ulceration, and stricture. Al- 
though the tumors are symptomatically silent, they 
may threaten life unless proper treatment is given. 
The clinical picture depends upon the cause of the 
condition. The subjects of the condition are in 
middle or late life and give a history of colitis for a 
number of years and of recent occasional moderate 
rectal hemorrhages, distress in the lower part of the 
abdomen, “cramps,” and “intestinal indigestion.” 
The symptoms which usually induce them to seek 
medical treatment are loss of weight, anemia, or 
malignant changes. : 

Grossly, the polyps are located around the pri- 
mary focus and are associated with traumatic 
erosions, strictures, and ulcers of various types. 
Histologically they are made up of two elements, 
the stalk or supporting framework derived from the 
submucous fibrous tissue, and the epithelial cover- 




















ing coming from the normal epithelium of the in- 
testine, which may show hyperplasia or malignant 
change. 

In the adolescent type of polyposis, which mani- 
fests itself in early youth by intermittent, profuse 
rectal bleeding and dysentery with consequent 
secondary anzmia, there is a definite and unmis- 
takable picture which may be supplemented by a 
history involving other members of the patient’s 
family. The mucous membrane of the gut, usually 
from the ileocecal valve to the anus, is thickly and 
uniformly studded with multiple adenomatous 
polyps. Concomitant signs of the etiology, such as 
are present in the adult type of polyposis, are 
absent. The diagnosis can usually be made by ex- 
amination with the finger or the proctoscope. 

In the treatment it must be remembered that the 
tumors have a tendency to cause chronic hamor- 
rhage and diarrhoea, and that the incidence of malig- 
nancy is higher than in any other benign process. 

Theoretically, these tumors should be removed in 
their benign state, but practically this is often im- 
possible on account of their location and number. 
In the adult type of polyposis, they may usually be 
removed through the rectum by means of the proc- 
toscope. In the adolescent type, the problem is to 
determine the extent of involvement before opera- 
tion. Frequently resection of the rectum and large 
intestine may be insufficient as the process is present 
in the distal ileum. 

Appendicostomy and cecostomy have their ad- 
herents, but while they give some relief because 
of the rest they afford the affected mucous mem- 
brane, they do not effect a cure. Radium also fails 
to cure but may cause improvement in the symptoms 
and a diminution in the size of the tumors. 

The authors draw the following conclusions: 

1. The term “polyposis of the colon” should be 
limited to adenomatous hyperplasia of the intestinal 
mucous membrane. 

2. Polyposis is a uniform, non-specific reaction of 
a sensitive mucous membrane to a chronic irritant. 

3. Grossly, the tumors are intralumenary and 
vary in size from that of a split pea to that of a 
grapefruit. 

4. There are two types of polyposis, the adoles- 
cent and the adult. 

5. The two types have in common a marked pre- 
dilection for the large gut, a malignancy incidence 
of 40 per cent, and a tendency to cause intestinal 
hemorrhage and diarrhcea. 

6. The presence of intestinal polyposis should be 
suspected in the presence of persistent and unex- 
plained rectal bleeding and dysentery. 

7. Indications for treatment are the hemorrhage 
and diarrhoea and the high incidence of malignancy. 

MERLE R. Hoon, M.D. 


Homans, J.: Early Diagnosis of Cancer of the 
Large Bowel. Boston M. & S. J., 1925, cxcii, 695. 


Cancer of the bowel should be diagnosed early 
before obstruction occurs. Abdominal discomfort 
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and a tired feeling associated with moderate consti- 
pation call for a thorough invsetigation. A barium 
enema, the use of the proctoscope, and a rectal 
examination will often reveal an early growth. The 
diagnostician should always attempt to picture to 
himself all the pathological changes occurring in a 
given case. 

Because of the differences in the physiology of the 
different parts of the colon, the symptoms caused by 
colonic tumors differ with the location of the growth. 

Cancers of the right colon are apt to cause local 
discomfort, pain, and gas formation. 

Cancers in the transverse colon and beyond are 
apt to cause some degree of constipation. Constipa- 
tion associated with colic and distention is a late 
symptom of cancer. Therefore a moderate or inter- 
mittent constipation associated with indigestion 
and discomfort is of particular significance in the 
diagnosis. 

Cellular carcinomata, those most apt to bleed, are 
commonly located in the cecum or rectosigmoid. 
They occasionally perforate, causing abscesses or 
adhesions. Scirrhous cancers may close the bowel 
and cause little or no bleeding or sepsis. 

Several illustrative cases of carcinomata in 
different regions of the large bowel are cited. 

The author’s conclusions are as follows: 

A carefully taken history of the symptoms is 
essential. The laboratory findings are also impor- 
tant, and the barium enema should be regarded as 
the conclusive step before operation. Early regional 
symptoms are the following: 

1. Cancer of the right colon: Symptoms sug- 
gesting subacute appendicitis which tend to appear 
in the attacks in which the constitutional and local 
signs are less marked than the sensations suggest; 
possibly local soreness or distention of the bowel; 
probably anemia. 

2. Cancer of the transverse colon: Attacks of low 
abdominal cramp or colic associated with vomiting. 
Usually there is some constipation with entire 
freedom from symptoms and constipation between 
the attacks. 

3. Cancer of the descending colon and rectosig- 
moid: Either of two types of symptoms: (a) Mild 
attacks of discomfort due to gas and cramps in the 
lower part of the abdomen, sometimes associated 
with moderate constipation; in some instances, 
sensations of intestinal motion directed toward the 
point of obstruction and ending at that point with 
relief, a gurgle, and usually the passage of gas. 
(b) Steadily increasing constipation ending in 
obstruction. 

4. Cancer of the rectosigmoid: Symptoms similar 
to those caused by tumor of the sigmoid proper; 
obstruction with a greater tendency toward constipa- 
tion; discomfort in the lower part of the abdomen; 
tenesmus; melana. 

5. Cancer of the colon in general without regard 
to other symptoms: blood in the stools, attacks of 
diarrhoea, anemia, and loss of weight. 

Marcus H. Hosart, M.D. 
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Herrick, F. C.: Tuberculoma of the Cecum. Ann. 
Surg., 1925, 1xxxi, 801. 


Tuberculoma of the cecum, or hyperplastic 
tuberculosis as it is frequently called, is charac- 
terized by a profuse round-cell infiltration and ex- 
cessive production of fibrous tissue. In some of the 
reported cases the firm tumor mass resembled a 
new growth and the diagnosis of tuberculosis was 
established only by a complete histological exam- 
ination. 

The author discusses the etiology, pathology, 
and clinical course of tuberculoma of the cecum 
and includes a report of three cases, one of which 
occurred on his own service. He concludes that the 
condition occurs in a small percentage of persons 
affected with tuberculosis. In some cases it may 
give rise to chronic incomplete ileus and frequently 
it suggests appendicitis. ‘The tumor masses may be 
palpable in the right iliac fossa and undoubtedly 
handicap the tuberulous patient in recovering from 
the disease. 

In the cases of young adults the condition is most 
frequently mistaken for appendicitis, and in the 
cases of older patients for ileocecal carcinoma. The 
first definite symptoms are usually those of in- 
testinal obstruction. 

In the cases of young adults a simple exploratory 
laparotomy or exclusion anastomosis has been 
followed by excellent results. In cases which are 
good surgical risks the procedure of choice is resec- 
tion of the distal 3 or 4 in. of the ileum with the 
ascending colon and an ileocolostomy. In the cases 
of old patients in which a differentiation from can- 
cer can be made an exclusion anastomosis is pref- 
erable. Joun W. Nuzum, M.D. 


Gray, A. L.: The Value of the Roentgen Ray in 
Determining Conditions of the Appendix. 
South. M.J., 1925, xviii, 248. 

While it is impossible to exclude disease in the 
appendix by roentgen-ray examination, the author 
believes that by careful technique and frequent 
observations, more appendixes will be visualized. 
Information obtained by means of the roentgen- 
ray studies will have a positive rather than a nega- 
tive value. 

No case with symptoms of acute appendicitis 
should be subjected to roentgen-ray examination. 
In chronic appendicitis, the evidence may be either 
direct or indirect. Under direct evidence may be 
included: 

1. Abnormalities in the contour of the lumen 
such as local dilatations and constant constrictions. 

2. Retention of barium for longer than twenty- 
four hours after the caecum has emptied. 

3. Abnormal fixation or kinking. 

4. The presence of faecal concretions. 

5. Tenderness on pressure that remains constant 
over the appendix, regardless of a change in position. 

Under indirect evidence is included: pylorospasm, 
ileal stasis, and spasticity. 

Cuarves H. Heacocg, M.D. 


Sherren, J.: An Address on Appendicitis. Brit, 
M. J., 1925, i, 727. 

Attention is directed to the fact that the number 
of deaths from appendicitis is not decreasing in spite 
of the widespread knowledge concerning the condi- 
tion. In fact, the number of deaths from appendi- 
citis in England and Wales in 1923 was greater than 
that of any previous year. In addition to this loss 
of life, there is the loss of time and the suffering that 
could be eliminated if the condition were always 
treated while it is still localized. 

In acute appendicitis the pain is usually general- 
ized, umbilical, or epigastric; only later, as the result 
of peritoneal irritation, does it become localized in 
the right iliac fossa. Pain always occurs first, never 
being preceded by vomiting, diarrhoea, or a rise in 
the temperature. Among the numerous conditions 
which suggest acute appendicitis are a leaking ul- 
cer, carcinoma of the colon, tubal diseases, twisted 
ovarian tumors, renal conditions, and last but not 
least, thoracic diseases. 

As a rule acute appendicitis is of sudden onset, 
often waking the patient in the early hours of the 
morning. There may be no increase in the pulse 
rate. A high fever is uncommon. After from twelve 
to eighteen hours the temperature is usually from 
99 to 100 degress F. Superficial tenderness is present 
at first. Deep tenderness is found in the right iliac 
fossa or beneath the liver, or on rectal examination 
according to the position of the appendix. The 
symptoms are generalized pain and local tenderness. 
These symptoms call for immediate operation. 
Nothing but water should be given by mouth. 
Morphine should be administered if necessary only 
after the diagnosis has been made. 

In late cases the author adopts conservative treat- 
ment because its mortality is lower. The patient 
is placed in the Fowler position. Water by mouth is 
allowed if there is no vomiting, but if vomiting 
occurs continuous saline proctoclysis and gastric 
lavage are ordered. No aperient or enema is allowed. 
Morphine is administered subcutaneously. <A four 
hour chart of the pulse and temperature should be 
kept. 

Definite improvement is usually noted in twenty- 
four hours. The patient is often kept on water for 
six or seven days. If there is then no improvement, 
simple drainage is done. If the abscess is felt per 
rectum it is opened and a drainage tube is inserted. 
Appendectomy is then performed about three 
months later. 

Chronic appendicitis is characterized by attacks 
of generalized, epigastric, or umbilical pain, or by 
dyspeptic symptoms accompanied at times by 
hematemesis and occasionally by colicky pains and 
irregularity of bowel movements. 

The author doubts the advisability of removing 
a chronically inflamed appendix through a small inci- 
sion, especially when it is thought to be the cause of 
a chronic dyspepsia. In such cases the entire abdo 
men should be examined. 

Crayton F. ANpews, M.D. 
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Ekehorn, G.: Rectopexy for Prolapse of the Rectum 
in Children (Zur Frage der Rektopexie wegen 
Rektumprolaps bei Kindern). Acta chirurg. Scand., 
1925, lviii, 397. 

In rectopexy the pelvic portion of the rectum is 
fixed by a simple ligature to the lowermost portion 
of the sacrum. In prolapse of the rectum in chil- 
dren the operative method employed should be 
the simplest that will yield a satisfactory result. The 
method of operation described by the author, which 
is very simple and easy to perform, brings about an 
immediate and lasting result so far as the prolapse 
is concerned, is not attended by any discomfort, and 
permits postoperative bowel movements in a normal 
manner in a sitting posture. In the author’s cases 
no particular disadvantages were caused by the 
ligature passed into the lumen of the gut. The 
course of healing was short. The result has proved 
permanent in all cases. 


LIVER, GALL BLADDER, PANCREAS, AND 
SPLEEN 


Rich, A. R., and Bumstead, J. H.: On the Iden- 
tity of Hematoidin and Bilirubin. Bull. Johns 
Hopkins Hosp., Balt., 1925, xxxvi, 225. 

In dealing with the subject of the metabolism of 
bile pigment and hemoglobin it is a matter of great 
importance to know whether or not hematoidin 
and bilirubin are one and the same substance. To 
answer this question the authors subjected the 
hematoidin of the hemorrhagic fluid obtained from 
a large omental cyst removed from a child to the 
physical and chemical tests for bilirubin. In every 
instance it behaved exactly the same as a control of 
pure bilirubin. They therefore conclude that the 
pigment hamatoidin which develops from hemo- 
globin at the site of blood extravasations is essen- 
tially bilirubin. Joun W. Nuzum, M.D. 


Rich, A. R.: On the Extrahepatic Formation of 
Bile Pigment. Bull. Johns Hopkins Hosp., Balt., 
1925, XXXVi, 233. 

The author produces experimental evidence to 
show that the formation of bilirubin can proceed in 
the complete absence of the liver. His experiments 
demonstrate that if the circulation is maintained 
throughout the entire musculoskeletal system after 
complete removal of the liver and all other abdomi- 
nal organs from a dog, the plasma may become 
yellow in color after a few hours and give a positive 
test for bilirubin. After the lapse of a sufficient time 
a definite tissue jaundice may develop. The 
possibility of an extrahepatic formation of bile pig- 
ment has been the subject of much discussion for 
many years. The author has confirmed the impor- 
tant work of Mann, Bollman, and Magath who were 
the first to show that bile pigment may be formed in 
= animal in which no blood is passing through the 
iver. 

It seems clear that there exists outside the liver 
some mechanism which is able to form bile pigment 


independently of any activity of the liver cells, and 
it appears probable that this mechanism may be 
continually in operation under normal conditions. 
The amount of bile pigment formed after a hepatec- 
tomy may be increased by the intravenous injection 
of hemoglobin. 

In the author’s experiments on dogs the liver 
was removed without preliminary interference with 
the hepatic blood supply. Joun W. Nuzum, M.D. 


Rosenthal, S. M., and White, E. C.: Clinical Appli- 
cation of the Bromsulphthalein Test for 
Hepatic Function. J. Am. M. Ass., 1925, \xxxiv, 
I1ti2. 


In order to determine the comparative value of 
various dyestuffs in the estimation of hepatic func- 
tion the authors undertook a pharmacological study 
of a large group of phthalein compounds. In more 
than fifty tests made with bromsulphthalein in 
clinical cases by Rosenthal and White the results 
were in accord with the experimental findings. ‘The 
concentrations reached in the blood make it possible 
to use small doses. The smallest satisfactory dose 
for man is 2 mgm. per kilogram of body weight. 
In this amount, the dye is non-irritating to the vein 
wall and may be injected intravenously without 
further dilution with physiological sodium-chloride 
solution. The technique of its use is described in 
detail. 

In summarizing the authors state that brom- 
sulphthalein has been standardized for clinical use 
in the determination of hepatic function. The test 
has been so simplified that it requires little time. 
Normally, following the intravenous injection of 
2 mgm. of bromsuiphthalein per kilogram of body 
weight the dye is completely removed from the 
blood in thirty minutes. In liver disease more or 
less of it is retained in the blood. The percentage of 
dye present in the serum thirty minutes after the 
injection expresses directly the degree of impairment 
of liver function. Emit C. Rosirsuex, M.D. 


Palmer, D. W.: Some Observations on Cholecysti- 
tis. Cincinnati J. M., 1925, vi, 59- 


These observations on cholecystitis are based on 
a study of 194 proved cases. While colic, jaundice, 
and local tenderness are the usual outstanding 
features of the condition, Palmer emphasizes the 
value of finer points in the disease picture which 
are of diagnostic value, particularly in cases in 
which colic, jaundice, and local tenderness have 
never been present. 

Of seventy-eight patients who made a definite 
statement as to the presence or absence of pre- 
operative headache, 73% per cent gave a history of 
pre-operative headache of varying degree. Of these, 
55 per cent remained free from headaches after the 
operation and a large number reported marked 
improvement. In five cases, the headache was not 
benefited, and in one case it became more severe. 
In two cases, headache developed after the opera- 
tion. In the cases of five patients subjected to 











200 INTERNATIONAL ABSTRACT OF SURGERY 


cholecystostomy the headache ceased for a few 
weeks or months and then returned in a less severe 
form. 

It was found that headaches occurred in the 
cases in which the pathologist reported that the 
gall bladder showed only mild or moderate inflam- 
mation and there was still some mucous membrane 
to function. Palmer believes that possibly in these 
cases the liver bile is changed and that the headache 
may be due to the absorption of this abnormal secre- 
tion. This hypothesis is strengthened by the fact 
that the headaches occurred in the younger patients 
in whom the disease had not progressed to complete 
destruction of the mucous membrane of the gall 
bladder and did not occur in the cases in which a 
grossly diseased, destroyed, and functionless gall 
bladder was found at operation. No relationship 
was noted between the headaches and the presence 
or absence of stones. 

The author believes that “‘ qualitative indigestion” 
has not been sufficiently stressed as one of the minor 
aids in diagnosis. Characteristic of the indigestion 
of cholecystitis are its vagueness, inconstancy, and 
lack of uniformity. The symptoms are flatulence, 
belching, fullness, heart burn, distention, a sensa- 
tion of epigastric weight, and indefinite distress and 
chilliness after meals. Gaseous distention, the most 
common complaint, is usually gastric, but may be 
intestinal. Certain foods may produce symptoms 
at one time, but not at another. In cases of gall- 
bladder disease the patient is comfortable when the 
stomach is empty, whereas in cases of ulcer, empti- 
ness of the stomach is associated with discomfort. 
In cholecystitis, vomiting usually gives relief. The 
qualitative indigestion may exist for years before 
the advent of colic. 

In contrast to practically all other gastro-intes- 
tinal surgical conditions, cholecystitis is usually 
associated with overweight. The complications 
which bring about a loss of weight are advaneed 
hepatitis, cholangeitis, pancreatitis, chronic empy- 
ema of the gall bladder, extensive pericystic adhe- 
sions, common-duct stones, and malignancy. 

Of the author’s patients, 49 per cent reported 
that their constipation was better at the end of 
six months after operation. Only 5 per cent had 
never been troubled with constipation. The patient 
with gall-bladder pain is usually very definite as 
to the exact localization of the pain, differing in 
this from patients with ulcer, appendicitis, kidney 
stone, etc. 

In 30 per cent of the cases reviewed there was 
jaundice; in 88 per cent, a colicky type of pain; in 
80 per cent, local tenderness; and in 61 per cent, 
indigestion. Eighty-four per cent of the patients 
were females. 

It is generally believed that the etiological factor 
in cholecystitis is infection of the portal system, 
particularly acute or chronic appendicitis. Thirty- 
one of the patients in the author’s series had an 
appendectomy one or more years before the gall- 
bladder operation. Fifty-two had signs of inflamma- 





tory changes in the appendix at the time of opera- 
tion. Palmer advocates a large incision and general 
anesthesia because, unless there is plenty of room 
for exploration and the patient is asleep, associated 
pathological conditions will be overlooked. He uses 
local anesthesia in only special cases. 

As soon as the diagnosis of cholecystitis is made, 
surgical treatment should be given unless it is 
strongly contra-indicated. The operation of choice 
for all uncomplicated cases of cholecystitis is the 
removal of the known removable foci of hepatic 
infection, including the gall bladder. The com- 
plicated cases should be treated as radically or con- 
servatively as the experience of the operator and 
the extent of the disease will permit. 

In the series of cases reviewed there were eleven 
cases of cancer of the gall bladder and three of rup- 
tured gall bladder. The latter were seen and oper- 
ated upon several days after the rupture and were 
fatal. In Palmer’s experience, the incidence of rup- 
ture has been 1.5 per cent. There were two deaths 
from hemorrhage in the cases of patients who had 
been jaundiced for a long time. One death resulted 
from acute pancreatitis. Omitting the cases of rup- 
ture, haemorrhage associated with jaundice, and 
acute pancreatitis, the death rate was 2.3 per cent. 
Including all hospital deaths, it was 7.8 per cent. A 
greater number of the cases were cured by chole- 
cystectomy than by cholecystostomy, but the per- 
centages of those benefited was about the same for 
both types of operation. Oscar S. Proctor, M.D. 


Bollman, J. L., Mann, F. C., and DePage, P.: The 
Effect of Specific Cholecystitis on the Bile- 
Concentrating Activity of the Gall Bladder. 
J. Lab. & Clin. Med., 1925, x, 544. 


A specific cholecystitis has been produced in dogs 
by the intravenous injection of solutions of chlor- 
inated soda. The time of appearance and the rate 
of accumulation of bile pigment in the blood and 
urine of these animals following ligation of the 
common bile duct depends upon the degree of in- 
volvement of the gall bladder by the acute process. 

In animals in which the whole gall bladder seemed 
diseased, jaundice developed as rapidly as in animals 
in which the gall bladder was removed and the 
common bile duct ligated. Animals having milder 
disease of the gall bladder developed jaundice less 
rapidly, and those with slight or no apparent disease 
developed jaundice at the same rate as normal ani- 
mals following ligation of the common bile duct. 
These facts clearly demonstrate that in the presence 
of an acute inflammatory process in the gall bladder, 
the bile-concentrating function of the gall bladder is 
impaired or may be totally lost. 


Graham, E. A., Cole, W. H., and Copher, G. H.: 
Cholecystography: The Use of Sodium Tetra- 
Iodophenolphthalein. J. Am. M. Ass., 1925; 
Ixxxiv, 1175. 


A comparative clinical study of sodium tetra- 
iodophenolphthalein and sodium tetrabromphenol- 
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phthalein demonstrated that the former produces 
as good cholecystograms as the latter in much 
smaller doses. The chief differences between the 
two halogens are the atomic weight and percentage 
composition. The atomic weight of bromine is 80, 
while that of iodine is 127. Sodium tetrabrom- 
phenolphthalein contains 50 per cent of bromine 
by weight, whereas sodium _ tetra-iodophenol- 
phthalein contains 61 per cent of iodine by weight. 

In their last forty-two cases the authors alternated 
the two salts, using 5 gm. of the bromine salt and 3 
or 3.5 gm. of the iodine salt for persons weighing 60 
kgm. or over. The cholecystograms obtained with 
the one were fully as satisfactory as those obtained 
with the other. The reactions following the use of 
the iodine salt were distinctly less marked and 
fewer in number than those following the use of 
the bromine. They varied from a slight headache, 
vertigo, or nausea, lasting from a few minutes to 
three or four hours, to nausea, vomiting, backache, 
slight tachycardia, and a temporary fall in the 
blood pressure. None of the patients receiving the 
iodine salt injections had any of the more severe 
reactions. 

The technique by which the iodine salt is used 
is described briefly. In the morning before break- 
fast, a 12.5 per cent solution is given intravenously 
in two doses one-half hour apart. The orders for 
the patient and the roentgen-ray routine are the 
same as those given for the use of sodium tetra- 
bromphenolphthalein. 

With regard to oral administration, the authors 
state that variable and inconstant success has 
attended its use but it is being given a further trial. 
Variations in intestinal tolerance and the rate of 
absorption and uncertainty regarding the amount 
absorbed are factors which offset the simplicity of 
such a procedure. 

The reliability of cholecystography for the 
diagnosis of lesions of the gall bladder continues to 
be very great. Moore has reported a correct 
diagnosis of gall+bladder pathology by this method 
in 92.5 per cent of fifty-five cases in which the 
diagnoses were confirmed by operation. The pro- 
cedure is particularly valuable in cases of early 
cholecystitis in which clinical and other methods of 
examination leave doubt as to the diagnosis. 

ApoLpH Hartune, M.D. 


Palefski, I. O.: Visualization of the Gall Bladder. 
Med. J. & Rec., 1925, cxxi, 474. 


_ As the toxic effects following the intravenous 
injection of sodium tetrabromphenolphthalein ren- 
der this method impractical for clinical purposes, it 
occurred to the author to try the intestinal tract as 
a portal of entry. He has evolved the following 
technique: 

An 8-0z. emulsion of acacia containing from 30 
to 60 gr. of sodium tetrabromphenolphthalein (de- 
pending upon the size of the patient) is introduced 
Into the second or preferably the third portion of 
the duodenum through a tube. One-sixth of a grain 
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of morphine sulphate and 4/10 gr. of atropine sul- 
phate are given hypodermically thirty minutes 
previously to offset the nausea and increased peri- 
stalsis. Roentgen-ray exposures are made of the 
gall-bladder area at intervals of two, four, fifteen, 
twenty, twenty-five, and thirty hours after the in- 
jection. 

Distinct shadows of the normal gall bladder are 
obtained. After from two to four hours, the dye is 
just making its appearance. The shadows are most 
intense from fifteen to twenty hours after the in- 
jection. No toxic effects have been observed. 

Oral administration of the dye in salol-coated 
pills has been tried, but is less efficacious. 

Cuartes H. Heacock, M.D. 


Mann, F. S., and Bollman, J. L.: The Relation of 
the Gall Bladder to the Development of Jaun- 
dice Following Obstruction of the Common 
Bile Duct. J. Lab. & Clin. Med., 1925, x, 540. 


Following ligation of the common bile duct, signs 
of icterus—that is, bile pigment in the urine, plasma, 
sclerotice, and mucous membranes—do not devel- 
op for from thirty-six to forty-eight hours. If the 
gall bladder is removed when the common duct is 
ligated, the urine and plasma contain definite 
amounts of bile pigment within from three to six 
hours after the operation, and the sclerotice and 
mucous membranes are definitely yellow within 
twenty-four hours. The difference in the rate of 
accumulation of bile pigment is considered evidence 
of the ability of the gall bladder to concentrate the 
bile secreted by the liver. 


Brocq, P.: New Theories Regarding Hamorrhagic 
Pancreatitis (Quelques idées nouvelles sur la pan- 
créatite hémorrhagique). J. de chir., 1925, xxv, 7. 


The author states that there can be no doubt that 
pancreatitis arises from different causes and that 
these may give a different anatomoclinical character 
to the disease. According to Brocq’s experience, 
pancreatitis of biliary origin is characterized espe- 
cially by numerous cytosteatonecrotic marks on the 
omentum and mesentery. As the lipase power is 
increased by the presence of bile, this is not sur- 
prising. Pancreatitis arising without participation 
of the bile and due to the activation of trypsin by 
enterokinase is characterized by haemorrhage and 
extensive necrosis. 

In other cases the cause may be thrombophlebitis, 
embolism, or an infection. In such cases the kinase 
which activates the trypsin is of cellular origin or is 
derived from bacteria and leucocytes. 

Experiments on animals have shown that in 
hemorrhagic pancreatitis there is little variation in 
the elimination of nitrogen. 

In fatal cases of hemorrhagic pancreatitis it is not 
the haemorrhage that kills. A disturbance of the 
internal secretion of the pancreas, nervous shock, and 
toxic shock have been suggested as the conditions 
responsible. In 1923, with Binet, the author ex- 
pressed the opinion that hemorrhagic pancreatitis 
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is due to an auto-digestion and causes an auto- 
intoxication. In more recent works, however, the 
view is advanced that death is the result of anaphy- 
lactic shock rather than of toxic shock due to the 
resorption of the products of glandular autolysis. 

Exact diagnosis is difficult, but is not as important 
as early operation. 

Although simple surgery—opening up, clearing, 
and draining the hemorrhagic area—is sufficient for 
the immediate treatment, it is not enough to guard 
against recurrence. Various methods have been 
employed. Brocq mentions especially Ohno’s ad- 
ministration of peritoneal injections of pancreatic 
juice to immunize against active trypsin. 

When immediate danger has been averted, a 
supplementary operation is necessary to deal with 
the cause of the disease. Such an operation must be 
to a large extent exploratory. It may be necessary 
to deviate the course of the bile. The stomach, 
pylorus, duodenum, and duodenojejunal angle may 
be involved. In some cases the causative factor 
may be in the liver or the vascular system. 

W. A. BRENNAN. 


Giffin, H. Z.: Splenectomy in Cases of Purpura 
Hezmorrhagica. Minnesota Med., 1925, viii, 207. 


Hemorrhagic purpura may be acute, subacute, 
or chronic, and occur at any age. Acute cases are 
very rare. In chronic cases the condition may date 
from youth and is remittent. In the beginning, 
petechie may be noted on various parts of the 
body. Later there may be bleeding from the gums, 
epistaxis, gastro-intestinal bleeding or haemorrhage 
from the urinary tract, and, in the cases of women, 
menorrhagia and metrorrhagia. The spleen may or 
may not be palpable. At times, transfusions at 
short intervals are necessary to maintain the blood 
and general condition. These may carry the pa- 
tient through to a remission, 

The outstanding features of hemorrhagic pur- 
pura are: (1) a low platelet count, (2) a long bleeding 
time, (3) a normal coagulation time, (4) absence 
of normal retractility of the clot, and: (5) a positive 
tourniquet test. By contrast, hemophilia presents: 
(1) a prolonged coagulation time, (2) a normal or 
somewhat prolonged bleeding time, (3) a normal 
number of platelets, and (4) a familial history of the 
condition. Cases of aplastic anemia may simulate 
hemorrhagic purpura so closely that differentiation 
is impossible. In acute aplastic anemia the per- 
sistent leucopenia is important in the diagnosis. 

Four cases are presented in which splenectomy 
was performed with very satisfactory results. 
Microscopic examination of the removed spleens 
apparently revealed no abnormality except an in- 
crease in the number of neutrophilic leucocytes. 

Giffin concludes with a fair degree of certainty 
that splenectomy is a curative measure. More 
than twenty cases reported in the literature seem to 
prove this. Following splenectomy, the platelet 
count may not always be above 100,000, but as a 
whole it remains higher than before splenectomy. 


From a pathological standpoint the presence of an 
abnormal number of polymorphonuclear leucocytes 
in the spleen is apparently the outstanding feature. 
It seems that the splenomegaly of this disease is an 
acute or subacute splenitis. In view of the evidence 
which points to increased destruction of platelets in 
cases of hemorrhagic purpura and the absence of 
evidence pointing to permanent damage to the 
bone marrow, it appears logical to conclude that 
hemorrhagic purpura and aplastic anemia are fun- 
damentally different, and not, as Frank suggested, 
manifestations of the same disease. 

Jackson K. Hottoway, M.D. 


-MISCELLANEOUS 


Sézary, Baumgartner, Lomon, and Jonesco: Con- 
genital Diaphragmatic Hernia of the Hepatic 
Flexure; Diagnosis; Operation; Recovery (Hernie 
diaphragmatique congénitale de l’angle colique droit; 
diagnostic; opération; guérison). Bull. et mém. Soc. 
méd. d. hép de Par., 1925, 38, xli, 125. 

The authors report the case of a patient with a 
congenital diaphragmatic hernia which caused him 
no inconvenience until he reached the age of 27 
years. He then, for noapparent reason, experienced 
violent pain in the epigastrium and right hypochon- 
drium radiating into the back. These attacks came 
on every night about 10 o’clock, lasted for about a 
half hour, and then ceased spontaneously. Digestion 
proceeded normally. In time, the attacks became 
more frequent and the pain shifted to the right dor- 
sal region, and became less intense but tended to be 
continuous. The patient maintained himself with 
his trunk bent forward and to the right as he found 
that extension increased the severity of the pain. 
On examination, only a slight tenderness in the 
right hypochondrium was found. 

X-ray examination revealed a shadow in the right 
side of the chest occupying the angle between the 
vertebral column and the diaphragm, symmetrical 
with the shadow of the heart. Within this shadow 
were clear rounded areas having the same appear- 
ance as gas seen in the intestinal tract. A barium 
meal demonstrated these to be due to a short loop of 
the hepatic flexure herniated through the diaphragm. 
Viewed laterally, the loop was found to pass into 
the thorax in front of the liver through the ventral 
portion of the diaphragm. 

At operation through a thoracolaparotomy inci- 
sion extending from he fifth right costal cartilage 
to the level of the umbilicus, a loop of colon was 
found entering the hernial sac through a defect in 
the diaphragm the size of the palm of the hand. 
This defect seemed to be due to absence of the fas- 
ciculi which are normally attached to the sternum and 
costal cartilages. The bowel lay to the left of the 
falciform ligament of the liver and where it passed 
over the left lobe there was a deep groove. 

The hernia was easily reduced by traction. The 
sac was obliterated by suturing and the hernial orifice 
closed. The patient made an uneventful recovery. 

ALBERT F, De Groat, M.D. 
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Healy, T. i Symptoms Observed in Fifty-Three 
Cases of ‘Non- raumatic Diaphragmatic Her- 
nia. Am. J. Roentgenol., 1925, xiii, 266. 

The use of the X-ray has made possible the diag- 
nosis of diaphragmatic hernia with certainty and 
has shown the condition to be far more common 
than was formerly believed. The author has ob- 
served fifty-three cases, all of which were non- 
traumatic and in all of which the cardia of the 
stomach herniated through the cesophageal opening. 
The hernie ranged in size from that of an English 
walnut to that of a grapefruit. In one case, two- 
thirds of the stomach had disappeared into the 
chest. In all of the cases the cardiac orifice of the 
stomach was found to be incompetent. 

The author describes the technique of examina- 
tions to demonstrate such herniz and calls attention 
to the difficulties encountered. The diagnosis has 
been made from a single direct sign, namely, the 
demonstration above the diaphragm of a portion of 
the fundus containing an opaque medium. 

The symptoms of this type of hernia vary widely. 
As a rule they include vague discomfort or indiges- 
tion similar to that associated with chronic gall- 
bladder disease or ulcer; pain radiating to the back 
and often to the left shoulder; and gastric symptoms 
at night. On the other hand, large hernie some- 
times do not cause any symptoms. A number of the 
author’s patients complained of regurgitation with 
hyperacidity after they had been sleeping on their 
backs. This is explained by the incompetence of the 
cardio-cesophageal opening. —They complained also 
of slight substernal pain. A few sometimes ex- 
perienced difficulty in swallowing solid food. This 
was due probably to kinking of the cesophagus when 
it was pulled up by the hernia or to the pressure of 
the herniated and filled fundus causing obstruction 
to the passage of food down the cesophagus. Some 
of the patients said that they were unable to lie 
down after a full meal as the recumbent position 
caused gastric distress with dyspnoea and palpita- 
tion of the heart. This was the case only when the 
hernia was large. One or two patients had attacks 
of vomiting in which the vomitus was of a watery 
consistency. ‘The hernia causes discomfort because 
it becomes adherent or blocks the cesophagus. 

Although the diagnosis of this type of diaphrag- 
matic hernia may be of only academic importance 
in some cases, in others it offers a surgical problem. 
It behooves the roentgenologist to make a more 
careful examination of this region before laying the 
blame for the symptoms on the gall bladder in a 
more or less negative diagnosis. He can help deter- 
mine the type of treatment by observing the size of 
the hernia, the symptoms when the hernial sac is 
filled, and the amount of dilatation of the cesophagus. 
Moreover, he can suggest the site of operation— 
whether it should be above or below the diaphragm 
—by determining the position of the diaphragm, 
the width of the angle at the ensiform, and the 
extent of ossification in the costochondral cartilage. 
ApotpH Hartunc, M.D. 
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Hillman, O. S., and Apperly, R. E.: Splanchnic 
Analgesia, with a Record of Ninety-One Cases. 
I. The Surgical Aspect. II. The Anesthetic 
Aspect. Lancet, 1925, ccviii, 863. 

In this article Hillman discusses the surgical 
aspect of splanchnic analgesia and Apperly the 
anesthetic aspect. 

Hillman induces splanchnic anesthesia by inject- 
ing 30 c.cm. of 1 per cent novocain solution on each 
side of the first lumbar vertebra. The injections are 
made under ether anesthesia which is continued 
throughout the operation. The splanchnic injection 
is thus used as a means of reducing shock and the 
amount of anesthetic drug administered. The 
method is based upon Crile’s principles of anoci- 
association, but differs from the method he used in 
the fact that the analgesia produced is regional in- 
stead of local. 

The advantage to the surgeon is the complete 
relaxation and absence of straining even in gall- 
bladder operations. Disadvantages are the extra 
fifteen minutes required to induce the anesthesia and 
the fact that the abdominal wall field block often 
wears off before .closure is made. Advantages to the 
patient are that he receives less anesthetic drug; 
shock is minimal; there is no fatigue from excessive 
respiratory excursions; there is no falling off in the 
condition of the patient after his return to the ward; 
vomiting, the liability to chest complications, and 
postoperative pain are less; and the limits of oper- 
ability are widened. 

Apperly states that combined regional and general 
anesthesia will be used in the future for all of the 
more extensive surgical procedures. The anes- 
thetist is the most desirable person to induce regional 
as well as general anesthesia. The technique of 
splanchnic anesthesia is not difficult. It should be 
learned first from practice in the anatomical 
laboratory. 

The advantages of the use of a general anesthetic 
throughout are that it renders a preliminary hypo- 
dermic of morphine and scopolamine unnecessary 
and facilitates the splanchnic block. The splanchnic 
block is, of course, painless when it is performed 
under general anesthesia. Toward the end of the 
operation when the abdominal wall field block is 
wearing off the general anesthesia can be quickly 
deepened and the closure of the abdominal wall 
facilitated. The psychic shock on the part of the 
patient is abolished and the strain on the surgeon is 
lessened when he is dealing with an unconscious 
patient. 

Disadvantages of the method include a fall in the 
blood pressure. This fall may be very rapid and 
very considerable. Occasionally, postoperative head- 
ache and backache develop. The method is not 
recommended for every operation on the upper 
abdomen, but it saved the lives of some of the pa- 
tients whose cases are reviewed and in other cases 
it made operation possible when it would not have 
been attempted under general anesthesia alone. 
WitiraM R. Meeker, M.D. 
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McGlinn, J. A.: The Dangers Resulting from 
Apparently Trivial Gynecological Procedures. 
Am. J. Obst. & Gynec., 1925, ix, 520. 


McGlinn warns against the promiscuous use of 
the Rubin test, reporting three cases in which its use 
was followed by unfortunate sequela. In the first 
case the test was made after the pelvis had been 
found negative on examination under anesthesia. 
After the test a tubal mass the size of an egg 
developed. In the second case the test was made 
previous to operation. The gas pressure did not 
exceed 30 mm. At operation, both tubes were found 
ruptured 1% in. from the fimbria. One tube con- 
tained sacculated pus and the other clear fluid. In 
the third case, a case of retrodisplacement of the 
uterus, evidences of adhesions were discovered at 
examination under anesthesia. Previous to opera- 
tion the Rubin test registered 160 mm. At operation 
the right tube was found ruptured. 

The author reports also one case in which the 
application of 50 mgm. of radium in the cervical 
canal for three hours was followed by pelvic cellu- 
litis. In another case a fatal peritonitis followed the 
passage of a uterine sound into the cervix. 

E. L. Cornett, M.D. 


Paucot, H.: Results of the Treatment of Chronic 
Endocervicitis with Filhos’ Caustic (Résultats 
du traitement des métrites cervicales chroniques 
par le caustique Filhos). Bull. Soc. d’obst. et de gynéc. 
de Par., 1925, xiii, 56. 

The efficacy of Filhos’ caustic in the treatmenit of 
endocervicitis has prompted the author to review 
187 cases which he treated in a period of fourteen 
years. At first, numerous cauterizations were done 
at intervals of eight or ten days, but in the last 
few years Paucot has advocated not more than 
three cauterizations at intervals ranging from four- 
teen to twenty-five days. When there is only an 
ectropion of the cervical mucosa, a single cauteriza- 
tion is sufficient. From the plastic point of view this 
treatment is without doubt superior to surgical 
treatment. 

It is important to avoid destruction of healthy 
tissue and yet to have the caustic come into contact 
with the diseased tissue high up in the cervical canal. 
Therefore dilatation of the cervical canal is necessary. 
The only two failures in the author’s series of cases 
occurred in the beginning and were due to faulty 
technique. 

Destruction of normal mucosa is most apt to 
occur on the posterior lip of the cervix. If excess 
liquid which spills over is wiped away carefully, 
only a superficial burn will be produced and this 


will heal up quickly. To prevent such an accident, 
the author places cotton saturated with acetic acid 
in the fornices around the cervix and after cauteri- 
zation places a small tampon saturated with the 
same solution in the cervical cavity. 

In three of Paucot’s cases there was an acute 
adnexal reaction, and in three others dysmenorrhcea 
due to atresia of the external os. The atresia oc- 
curred from four to seven months after the treat- 
ment and was relieved by dilatation of the os. The 
only serious sequela of which Paucot is aware oc- 
curred in the case of a nullipara 38 years old after 
cauterization by another physician. Twelve hours 
after the treatment in this case the patient developed 
symptoms of acute pelvic peritonitis. Examination 
revealed an inflammatory reaction in the pouch of 
Douglas and a cervicorectal fistula. 

In regard to future pregnancy and labor the 
author states that he has delivered or was informed 
of the delivery of sixteen women. In two of these 
cases the labor and delivery were normal; in four, 
the membranes ruptured prematurely; in four, the 
duration of cervical dilatation was prolonged more 
than fourteen hours; and in three, rupture of the 
cervix occurred with moderately severe hemorrhage. 

Paucot is of the opinion that the use of Filhos’ 
caustic is the method of choice in chronic endocer- 
vicitis. While, in spite of good technique, it may be 
the cause of dystocia in subsequent labors, it is 
rare that it has serious consequences. 

SALVATORE DI PALMA, M.D. 


Reeb: Diffuse Adenofibromatosis, Partly Cystic, 
Partly Polypovillous, of the Uterine Mucosa, 
with Beginning Carcinoma of the Cervix (Adéno- 
fibromatose diffuse, partim kystique, partim poly- 
povilleuse de la muqueuse utérine, avec début de trans- 
formation carcinomateuse dans le col). Bull. Soc. 
d’obst. et de gynéc. de Par., 1925, xiii, 118. 


The author reports the case of a nullipara, aged 49 
years, whose condition had been diagnosed several 
years previously as fibroid of the uterus. Menstru- 
ation was regular, slightly profuse and of from three 
to four days’ duration. The patient complained of 
a profuse white vaginal discharge. Vaginal exami- 
nation revealed a hard tumor mass which was 
movable and about the size of a four months’ 
pregnancy. During the examination a large quan- 
tity of colorless, mucoid, viscid liquid was expelled. 

Several weeks later the discharge became tinged 
with blood. There was no noticeable increase in 
the size of the tumor, but the cervix was soft and 
the external os dilated. A total hysterectomy was 
performed. 

The uterine cavity presented an unusual appear- 
ance. It was studded with polypoid vegetations, 
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villi, and cysts of various sizes and colors ranging 
from light yellow to dark red. The largest, which 
were from % to % cm. in length were suspended 
from the posterior wall of the uterus. The uterine 
mucosa was greatly thickened. 

The cervix was enlarged and contained a polyp 
about the size of a walnut, which was completely 
detached from the wall; also a growth large enough 
to occlude the opening which had a large base 
deeply imbedded in the wall. 

Gross examination of the wall of the uterus 
demonstrated two distinct areas: the first, a hyper- 
trophied muscular area without a trace of glandular 
elements, and the second, an area composed of 
transverse muscular fibers forming loose meshes 
including numerous glands, some normal, some 
cystic, and all surrounded by the stroma of the 
uterine mucosa. The superficial layers of the 
mucosa appeared adenomatous, the glands being 
separated solely by vestiges of the stroma. There 
was no evidence of leucocytic infiltration. The 
uterine polyps presented the usual appearance. 

The polyp in the cervix showed two new areas, a 
vascular external area composed of muscle fibers 
without glandular elements and an internal area 
composed of dense fibrous tissue which included 
numerous glandular formations, some distended 
and cystic, and some were small with cellular infiltra- 
tion and contained villous intraglandular formations. 

Three glands showed an atypical and polymorphic 
cellular growth with horny circular centers—be- 
ginning carcinoma formation. 

Macroscopic and microscopic examination re- 
vealed a progressive process extending through all 
of the uterine mucosa, the primary factor being the 
glandular proliferation which had spread to all of 
the layers of the uterine mucosa. 

In the literature the author has been able to find 
the report of only one similar case, that reported by 
Schatz. Emphasis is placed upon the fact that the 
sole symptom in this condition was a profuse dis- 
charge of colorless, clear, mucoid liquid. 

SALVATORE DI Pama, M.D. 


Durham, P. E.: Intraperitoneal Implantation of 
Cervical Carcinoma. Med. J. & Rec., 1925, cxxi, 
597- 


The author advises that in carcinoma of the 
uterus the abdomen be opened by a low midline 
incision, the vessels supplying the uterus ligated, 
and bare tubes of radium emanation implanted. He 
describes in detail the technique by which he im- 
plants the radium tubes anteriorly, laterally in the 
broad ligaments, and posteriorly about the rectum. 
The left hand is used for vaginal or rectal palpation 
while the intra-abdominal implantation is done with 
the right hand. 

If infection is feared, a cigarette drain is left in 
the cul-de-sac, extending from the lower angle of 
the wound. 

_ Provided the involvement of the parametrium 
is not too extensive, bilateral catheterization of the 


ureters will aid the radiologist in avoiding injury 
to these structures. 

From recent experience, Durham concludes that 
the best results are obtained when bare tubes con- 
taining from o.2 to 0.6 mc. are employed. 

The use of the abdominal route for the implanta- 
tion of radium tubes into a cervical carcinoma is 
impossible when the patient refuses laparotomy, and 
is contra-indicated when the condition is amenable 
to surgical eradication and when there are metastases 
and extensions beyond the parametrium. 

The abdominal route is the best route in cases in 
which the extension has passed to the parametrium; 
in borderline cases in which the possibility of com- 
plete surgical removal of the neoplastic tissue is 
doubtful; in the cases of patients who will permit a 
laparotomy for the implantation of the tubes but 
not for radical hysterectomy; and in the cases of 
patients who have been previously irradiated by 
the vaginal route and have recovered sufficiently to 
undergo a laparotomy but no further surgery. 

The advantages offered by the author’s technique 
are summarized as follows: 

1. It is the only means by which, in a large per- 
centage of cases, sufficient radiation can be applied 
to destroy all neoplastic tissue without causing 
severe injury to the bladder or the rectum. 

2. It does not have a high mortality. 

3. The lymphatics are blocked and many of the 
venous radicles are closed. 

4. The nourishment to the tumor is decreased. 

5. Hemorrhages are controlled by the ligation 
and radiation. 

6. Laparotomy reveals the degree of extension 
and permits ligation of the uterine blood supply and 
even distribution of the radium emanation tubes 
throughout the neoplasm under the guidance of the 
eye and the sense of touch without injury to the 
bladder and rectum. 

7. The cancer cells are devitalized in situ. 

8. The fibrosis produced in the adjacent unin- 
volved tissue acts as a barrier to extension. 

9. Asupplementary application of radiation may 
be given by the vaginal route later, if necessary. 

Rotanp S. Cron, M.D. 


Donaldson, M.: The Treatment of Inoperable Car- 
cinoma of the Cervix Uteri with Radium. 
Brit. M. J., 1925, i, 876. 

Donaldson urges organized research in the use of 
radium in inoperable carcinoma of the cervix. He 
states that radium is not a remedy with one method 
of application; a great deal depends upon the 
technique of its use. He urges that in the recording 
of results an exact description of the technique be 
given. 

Those who advocate only external application 
hold that any incision may disseminate the growth 
and unduly injure normal tissues; that abnormal 
tissue extracts thus produced may stimulate the 
cancer; and that sepsis may result. Those advocat- 
ing the burial of radium needles claim that the 
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greater intensity of radiation delivered to the growth 
by this treatment overbalances the objections to it. 

The author generally uses in and around the 
growth eight large needles 6 cm. long, each contain- 
ing 3 mgm. of radium clement filtered by 0.5 mm. 
of platinum and twelve or thirteen smaller needles 
each containing 2 mgm. of radium which are pushed 
outward and upward into the base of the broad liga- 
ment, the distance between each two needles being 
0.5 cm. The total amount of radium is between 48 
and 50 mgm., and the duration of the radiation in 
all cases is one hundred and forty-four hours. The 
application is repeated in four weeks. 

Donaldson describes two methods of intra- 
abdominal extraperitoneal application of radium, 
but states that he is not satisfied with either and is 
working on a modification. In his opinion a rela- 
tively small intensity should be distributed evenly 
throughout the growth for a comparatively long time. 
The final technique will be determined when the 
problem of dosage is solved. Two points to be borne 
in mind are that the intensity diminishes as the 
square of the distance, and that the filter greatly 
alters the type and intensity of the rays. 

The units of dosage in the use of the element may 
be represented by the amount and the time, and the 
number, location, and character of the applicators. 
In a report of the use of the emanation the number 
of millicuries destroyed during the application 
and a detailed description of the applicators used 
will serve well. 

Much work remains yet to be done on the effect 
of radiation on normal tissues. 

The results of the use of various techniques are 
judged by the following criteria: (1) the histology 
of the uterus after the application of radium; (2) 
the rate of disappearance of the symptoms; (3) the 
rate of disappearance of the growth; and (4) the 
duration of the patient’s life. 

Leading up to the destruction of the carcinoma 
cells a definite series of changes can be traced, all of 
which occur before fibrosis appears. Carcinoma 
cells are more vulnerable than uterine’ musculature. 

After the radium treatment hemorrhage ceased 
in 85 per cent of the cases reviewed, ulceration in 63 
per cent, and growth of the neoplasm in 70 per cent. 
Of fifty-eight patients with inoperable cancer who 
were treated in the period from May, 1921,and May, 
1924, 18 per cent survived for from one to four 
years. 

The author cites also statistics from the Radium 
Institutes of Paris and Brussels, the Radiumhemmet 
of Stockholm, and the Memorial Hospital of New 
York. A. J. Larkin, M.D. 


Strachan, G. I.: Radium Treatment of Inoperable 
Carcinoma of the Cervix. Brit. M.J., 1925, i, 879. 


Strachan’s article is based on a series of forty cases 
of inoperable carcinoma of the cervix treated for 
research purposes at the Cardiff Royal Infirmary. 
One hundred and fifty milligrams of radium bromide 
were employed. One hundred milligrams encased 


in 2 mm. of platinum were placed in the canal and 
the remainder in smaller amounts was distributed 
around the periphery of the lesion. The duration 
of the application was twenty-four hours. 

Any exuberant growth about the cervix was 
scraped away and the radium application then 
made immediately. Vaginal douches were given 
twice daily to prevent adhesive vaginitis. At each 
insertion a biopsy was done. 

Contra-indications to radium treatment are: (1) 
pyometra, (2) inflammation of the appendages, and 
(3) vesicovaginal fistula. 

In the cases studied the histological changes were 
those of degeneration. These began as early as the 
third day and were marked at the end of the 
second week. At the end of the sixth week they 
were complete and evidence of fibrosis was present. 
In the great majority of the sections, even as late as 
one year after the irradiation, the fibrosis included 
areas of modified carcinoma cells with débris repre- 
senting degenerated malignant cells. These frag- 
ments and remains of cancer were found in many 
cases which were apparently cured. 

The clinical changes showed all degrees of relief 
from hemorrhage, pain, and discharge. The local 
changes were disappearance of the ulceration, 
shrinkage, and, frequently, greater mobility of the 
uterus. 

Of the forty patients, twenty-six of whom received 
one application, ten are apparently cured. Of ten 
who had two applications, two are free from symp- 
toms. Of three given three applications, two are 
free from symptoms. 

The author concludes that for inoperable car- 
cinoma of the cervix radium is the most potent 
therapeutic agent available. He believes that a 
clinical cure can be obtained by its use in more than 
50 per cent of the cases. A. J. Larkin. M.D. 


Amreich, I.: The Anatomy and Technique of the 
Enlarged Vaginal Operation for Carcinoma 
(Anatomie und Technik der erweiterten vaginalen 
Carcinomoperation). Arch. f. Gynaek., 1924, cxxii, 
497- 


This long article with eighteen excellent illustra- 
tions presents first a detailed review of the surgical 
anatomy of the organs of the female pelvis, with 
special attention to the fascia and connective tissue. 
Then follows a detailed description of the various 
stages of the enlarged vaginal operation for carci- 
noma as practiced at the Peham clinic. 

Amreich states that it is important to make the 
preliminary excochleation of the carcinoma as com- 
plete as possible and to cauterize the site carefully 
in order to prevent infection of the large perineo- 
vaginal incision made during the first stage of the 
operation by carcinoma cells or pyogenic organisms. 
This Schuchardt incision exposes the medial border 
of the levator or notches it slightly. 

The circular incision of the vagina is not made 
until this point in the operation is reached, a detail 
in which the method differs from the Schauta pro- 
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cedure. The incision should include as much of the 
healthy tissue as possible to fashion a cuff around the 
carcinoma. At the Peham clinic the circular division 
of the vagina is always performed with a thermo- 
cautery. Temporary closure of the vaginal cuff can 
be effected with mouse-toothed forceps. The most 
important steps in the remainder of the operation 
are, briefly, the following: 

Exposure of the pelvic surface of the levator and 
division of the urogenital diaphragm, whereby a 
wider entrance is obtained to the paravesical space; 
ligation of the uterine arteries and Mackenrodt’s 
ligament; exposure and division of the extraperi- 
toneal portion of the sacro-uterine ligaments without 
opening into the peritoneal cavity; and removal of 
the glands at the hypogastric angle and along the 
common iliac artery. The advantage of this method 
of operation lies less in the opportunity it affords to 
remove the glands than in the possibility of making 
a particularly extensive excision of the parametrium. 

In the next step of the operation the bladder is 
freed and the ureters are dissected away, partly with 
a Paquelin cautery and partly with scissors and 
forceps. As much as possible of the connective tis- 
sue of the vesicovaginal space is dissected from the 
bladder and left upon the uterus. The pouch of 
Douglas is then opened, the posterior parametrium 
is separated from the rectum, the vesico-uterine fold 
is opened, and the adnexa are excised. The stumps 
are brought outside of the peritoneum and the 
peritoneum is closed completely. The two large 
parametrial wounds are drained by strips of iodo- 
form gauze 5 meters in length. The operation is 
concluded by suture of the Schuchardt incision. 

With this procedure the loss of blood is very slight. 
A local anesthetic is sufficient up to the opening of 
the peritoneum; thereafter a short ether narcosis 
should be induced. 

In the after-care, catheterization is generally re- 
quired over a long period as the function of the 
bladder is greatly damaged. In some cases, however, 
there is relative incontinence. 

Amreich points out the features in which this 
method differs from that of Schauta, and warns that 
it must be practiced on the cadaver before it is 
carried out on the patient. Contra-indications to 
its use are extensive involvement of the walls of the 
pelvis and immobility even under narcosis. This 
enlarged vaginal operation is proposed for very 
advanced cases of carcinoma for which the older 
vaginal methods are not sufficiently radical and the 
patient’s poor general condition will not allow the 
abdominal operation. 

The clinical portion of the article reports nineteen 
radical operations performed according to the method 
described. In only three cases was there subsequent 
necrosis leading to the formation of vesical and 
rectal fistula. The limit of operability is very high 
(77 per cent). 

A study of this article will be of great value to all 
who are engaged in gynecological surgery. 

Hetimutu (G). 


ADNEXAL AND PERIUTERINE CONDITIONS 


Williams, E., and Reynolds, R.: A Method of 
Determining the Patency of the Fallopian 
Tubes by the X-Rays. Brit. M.J., 1925, i, 691. 


The methods in use today to determine the 
patency of the fallopian tubes in cases of sterility 
are open to the objection that they cause increased 
intra-uterine and intratubal pressure in cases in 
which organisms may be lurking in the uterus or 
tubes. The authors therefore attempted to devise 
a method of investigation which would not de- 
pend upon the establishment of a positive intra- 
uterine or intratubal pressure. 

In the cases of several nulliparous women they 
insufflated an emulsion of barium sulphate into the 
uterine cervix and made roentgenograms twenty- 
four, forty-eight, and seventy-two hours later. The 
resulting shadows in the roentgenograms were 
especially dense when general anesthesia was in- 
duced. A point particularly emphasized is that the 
emulsion was merely dropped into the uterus and 
not forced in under pressure. 

The experiments demonstrated that the particles 
did not find their way up to the fallopian tubes un- 
less there was a free communication between the 
tubes and the peritoneal cavity. This fact suggests 
that a purely mechanical factor, such as aspiration, 
is more likely to be responsible than ciliary activity. 
If the tubal ostia were patent, the emulsion travelled 
from the uterus to the tube and if the shadow was 
seen in the tube at all, it indicated patency of the 
tube. In the course of seventy-two hours all of the 
bismuth or barium disappeared. In no instance was 
there any complaint of an after-effect. 

In the author’s opinion the demonstration of the 
passage of particles from the uterine cavity to the 
fimbriated extremity of the fallopian tube throws 
some light on the origin of ascending infections of 
the genital tract and perhaps also on that of endo- 
metrioma of the ovary and the deposit of fragments 
of exfoliating endometrium on the pelvic peritoneum 
and the surface of the ovary. 

Ro anp S. Cron, M.D. 


Rohdenburg, G. L., and Hellman, A. M.: A Con- 
tribution to the Etiology of the Cystic Ovary. 
N. York Stale J. M., 1925, xxv, 713. 


The present conception of the physiology of the 
menstrual cycle is that puberty having been estab- 
lished and a matured graafian follicle having ruptured, 
a corpus luteum, which is chemically active for from 
ten to fourteen days, develops at the site of the 
ruptured follicle. At birth there are present in the 
ovarian stroma thousands of primordial follicles 
and, under normal conditions, at least 250 of these 
go through the cycle of maturation, corpusluteum 
formation, and subsequent absorption. All of the 
remaining ova sooner or later undergo a process 
termed atresia. 

The origin of cyst formation is of one or two 
types—the corpus luteum and the simple follicle 
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Each is normal but becomes pathologic when organ- 
ization fails to occur. There are in any ovary 
follicles in all states of development and atresia. 

In a study of frozen sections of about 165 pairs of 
ovaries the authors found a varying amount of pig- 
ment in the corpus luteum. It appeared also that 
at times premature hyalinization of the vascular 
supply of the corpus luteum had occurred and that 
when it did the corpus luteum receded very slowly 
and did not undergo prompt hyalinization. Where 
there was a large deposit of pigment there were a 
large number of follicles in the process of atresia and 
in the stage of liquefaction, with little or no attempt 
at healing in the manner described. The cysts result- 
ing from the atresic phenomena were usually 
numerous and of fairly uniform size, though occa- 
sional cysts were of larger diameter. In ovaries with 
no pigment formation no cysts of appreciable size 
were found. Harry W. Fink, M.D. 


EXTERNAL GENITALIA 


Castellani, A., and Taylor, F. E.: Vaginal Monilias 
and Vaginal Moniliases. J. Obst. & Gynec. Brit. 
Emp., 1925, xxxii, 69. 

When microscopic examination is made of stained 
smear preparations of vaginal discharge, large round 
or oval bodies usually described as yeast or yeast-like 
cells are frequently observed. These are present in 
addition to an extensive bacterial flora which is 
always observed. In the normal vaginal secretion 
they are present, if present at all, in extremely scanty 
numbers, being found neither in smears nor in 
cultures. On the other hand, they are often repre- 
sented in large numbers in cases of vaginitis asso- 
ciated with either an increased amount of vaginal 
secretion or with membrane formation. 

Cultures of these organisms can be readily ob- 
tained by smearing a swab moistened with the 
vaginal discharge over the surface of a glucose-agar 
or maltose-agar plate. 

In the vaginal discharge of vaginitis, monilias 
belonging to groups balcanica, pinoyi, metalondi- 
nensis, and tropicalis, have been found in certain 
parts of the tropics, the Balkans, Italy, and England. 
More extended investigation will probably reveal 
other members of the genus in this condition. 

Two clinical types of vaginitis associated with 
monilias may be distinguished. In the first or 
membranous type, thrush-like patches of membrane 
are present on the mucosa (the so-called vaginal 
thrush). In the second or purulent type, no such 
patches are present, but the secretion is thick and 
purulent. When laboratory facilities are not at 
hand the purulent type of vaginal moniliasis is not 
rarely mistaken for gonorrhcea. 

The surgeon in charge of Colombo Lying-in Home 
in Ceylon had a case in which a pelvic operation was 
urgent, but asa thick purulent discharge was noted 
and acute gonorrhoea was suspected, he felt inclined 
to postpone the operation. A specimen of the dis- 
charge was sent to one of the authors for examina- 


tion. No gonococci were found, but an enormous 
number of Gram-positive mycelial and conedial 
elements were present. Further investigation re- 
vealed the fungus to be monilia pinoyi castellani. 

Attention is directed also to the presence of very 
numerous monilias in certain cases of chronic vaginal 
pruritus associated with a mucopurulent discharge. 
In these cases abundant irrigations of iodine have 
proved exceedingly beneficial especially after a pre- 
liminary short course of irrigations with hot bicar- 
bonate of soda. 

In the normal vagina, monilias and other fungi 
appear to be constantly absent. 

In certain cases of vaginitis, vulvovaginitis, and 
vulvovaginal and anoperineal pruritism, monilias are 
abundantly present and may perhaps play some réle 
in the etiology of such conditions or at least produce 
the associated purulent or mucopurulent discharge. 

Two principal types of vaginitis are associated 
with the presence of monilias, namely: (1) the 
membranous type, presenting white patches of 
membrane on the vaginal mucosa, the so-called 
“vaginal thrush,” and (2) the purulent type, with a 
thick purulent vaginal discharge containing enor- 
mous numbers of monilias and sometimes simulating 
gonorrhceal infection. 

Monilias, along with other micro-organisms, are 
employed in the authors’ mycological method of 
identifying carbohydrates and other carbon com- 
pounds. This method is especially useful in the 
detection of lactosuria. 

Attention is directed also to the presence of 
several genera of fungi other than the monilias in 
the vaginal secretion of chronic vaginitis. 

Cart H. Davis, M.D. 


Phaneuf, L. E.: Prolapse of the Cul-de-Sac of 
Douglas or Posterior Vaginal Enterocele. 
Am. J. Obst. & Gynec., 1925, ix, 507. 


A deep Douglas pouch may be congenital or due 
to childbirth. In either case, it plays an important 
réle as a cause of uterine prolapse. 

Failure to recognize this condition is responsible 
for many failures in operations on the posterior 
vaginal segment. 

Prolapse of the cul-de-sac of Douglas, while rare 
in extreme types, is not infrequent in the less severe 
types. 

The vaginal route is best for the simpler cases, 
and the abdominal route for the extreme cases and 
those complicated by adhesions. 

The operative technique presents no special 
difficulties except that care must be taken to 
identify the ureters when the sutures are placed. 

E. L. Cornett, M.D. 


MISCELLANEOUS 


Furniss, H. D.: Suprapubic Sphincter Tightening. 
Am. J. Obst. & Gynec., 1925, ix, 503. 


The operation described consists in narrowing the 
urethra and the vesical sphincter through a median, 
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extraperitoneal, suprapubic incision, extending 
from the symphysis to just below the umbilicus. 
After incision of the fascia the sphincter is exposed 
by blunt dissection with the finger. A high Trendel- 
enburg posture makes this much easier. A Pezzer 
catheter placed in the bladder and withdrawn until 
the flared portion comes against the sphincter is a 
necessary guide to the vesical outlet. This portion 
of the catheter is easily felt from above. With a 
rounded needle armed with No. 2 twenty-day 
catgut, a suture is passed through a portion of the 
sphincter just in front of the flared portion of the 
catheter and % in. lateral to the median line, picking 
up % in. of tissue. Entering laterally and emerging 
medially on the opposite side, the same suture is 
similarly placed except that it enters medially and 
emerges laterally. It is then tied. A second suture 
is placed in the same manner 3 in. in front of it. 
If the relaxation is great, a second tier of two sutures 
is placed to produce an even greater narrowing of the 
urethra. 

In cases of prolapse of the urethra the caudal su- 
tures of the second tier are left long and attached 
to the fascia of the abdominal wound so that the 
vesical end of the urethra is drawn up and behind 
the symphysis. Unless there is oozing, the ab- 
dominal wound is closed without drainage, the 
catheter removed, and the patient put in a half 
Fowler position to give intestinal pressure to the 
operative area and prevent dead spaces. 

In the after-treatment, catheterization is done as 
often and as long as indicated and urotropin and 
acid sodium phosphate are given. The patient is 
kept in bed for twelve days. The chief point 
emphasized is the avoidance of straining efforts. 

E. L. Cornett, M.D. 


Graves, W. P.: Contra-Indications to the Use of 
Radium in Gynecology. Am. J.-Obst. & Gynec., 
1925, ix, 445. 

The use of radium should be entrusted only to 
those who have a competent surgical knowledge of 


the organs which they are to treat. Of the various 
gynecological conditions which react dangerously to 
the influence of radium, pelvic inflammation is of 
supreme importance. The evil results from the 
effect of radium on pelvic inflammation are espe- 
cially menacing because they are most apt to occur 
after applications to control non-malignant uterine 
bleeding. A special danger lies in the fact that 
salpingitis, particularly in the subacute stage, is 
often associated with abnormal uterine bleeding. 
Radium is contra-indicated also in cases of retention 
follicular cyst of the ovary. The futility of radium 
treatment of submucous polypoid myomata and 
pedunculated subserous myomata of the uterus has 
been frequently mentioned in the literature. One 
of the author’s own mistakes was the use of radium 
in the case of a patient with chocolate cysts. After 
about a year of amenorrhoea, the menorrhagia re- 
turned with great severity, necessitating a radical 
operation. 

A most important contra-indication to the use of 
radium is carcinoma of the body of the uterus. 
When only radium treatment is given in cases of 
cancer of the fundus that is entirely curable by 
operation the condition is liable to recur. 

With regard to the treatment of uterine myomata 
there is little disagreement among operators. The 
operation of supravaginal hysterectomy has become 
so well standardized and can be performed so 
rapidly and bloodlessly that it must be regarded in 
most cases as the procedure of choice for the larger 
fibroids as it is attended with less danger to life and 
health than radium irradiation. 

In the treatment of cervical cancer radium has 
given new hope. In its use as a palliative, there is 
almost no case so far advanced in which the dis- 
tressing discharges and often the pain may not be 
alleviated by irradiation. In less advanced but still 
incurable cases the disease is frequently checked by 
a single treatment so that the patient lives from 
one to three or even four years in perfect health. 

E. L. Cornett, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Guillemin, A.: Successive Extra-Uterine Pregnan- 
cies on Opposite Sides (Grossesse extra-utérine 
bilatérale successive). Bull. Soc. d’obst. et de gynéc 
de Par., 1925, xiii, 107. 

When the author’s patient was first seen by him 
she was 28 years old. Menstruation began at the 
age of 10 years and had been regular until the time 
of her marriage at the age of 25 years. There was 
no history of dysmenorrhoea, amenorrhoea or leu- 
corrhoea. Her first pregnancy terminated spon- 
taneously after about six weeks. 

Two years later she presented the typical symp- 
toms of an extra-uterine pregnancy on the right side. 
The diagnosis was made first by her family physician 
and later by an obstetrician and a surgeon. At 
operation, the right tube and ovary were removed. 
The patient then menstruated regularly for six 
months. Ten days after a normal menstrual period 
she noticed a steady oozing of sanguineous fluid and 
the next day experienced an attack of severe pain 
in the left side of the pelvis which made it necessary 
for her to remain in bed for two days. She was then 
able to be up for a short time but the oozing con- 
tinued. Six days later she again experienced’ a 
similar attack which necessitated rest in bed. 

Examination at this time revealed board-like 
rigidity of the left lower quadrant so intense as to 
make bimanual examination virtually impossible. 
The temperature, however, was normal and the pulse 
112. On vaginal examination the cervix was found 
soft and slightly dilated and the uterus soft, en- 
larged, and in marked anteflexion. The left cul-de- 
sac, which was soft and painful to the touch, pre- 
sented a tumor mass about the size of a walnut. 
The right cul-de-sac was negative. 

The attacks of pain recurred on the three days 
following. On the fourth day a large dark clot was 
expelled. The continuous oozing of dark sanguineous 
fluid continued for some time but the pain ceased 
and the general condition gradually improved. 

About one month later normal menses returned. 
Examination revealed that all evidence of the tumor 
mass in the left cul-de-sac had disappeared and that 
the cul-de-sac was supple. The uterus was fixed in 
marked anteflexion and presented a hypertrophic 
stenosis of the cervix. 

The author calls attention to several similar 
cases reported in the literature but considers this 
case worthy of note because of the history of: (1) 
a spontaneous abortion of a six-weeks fetus, (2) an 
extra-uterine pregnancy on the right side two years 
later, and (3) an extra-uterine pregnancy six months 
later. In his opinion these cases are probably due to 
a malformation in development. He believes that 


in his case the condition was the result of the marked 
anteflexion of the uterus with a Huguier cervix and 
a malformation of the tubes preventing the passage 
of the ova into the uterus. 

The first extra-uterine pregnancy was treated 
surgically. The second was treated expectantly 
because of the youth of the patient and her desire to 
bear children. Her condition warranted delay and 
the fact that the first pregnancy had terminated in 
a spontaneous abortion demonstrated the possibility 
of the passage of an ovum into the uterus. The 
author believes that the conservative treatment of 
this case was justified by the successful spontaneous 
delivery in the tubal pregnancy and the patient’s 
return to health. SALVATORE DI Pata, M.D. 


Lockhart, L. P.: Bacteriological Examinations of 
the Cervix and Vagina During Pregnancy; with 
Special Reference to Hemolytic Streptococci. 
J. Obst. & Gynac., Brit. Emp., 1925, xxxii, 49. 


Lockhart defines pyrexia as a temperature of 100 
degrees F. or over on three or more consecutive days. 

The patients whose cases were studied were eighty- 
one primipare and nineteen multipare. Thirty- 
eight (46.9 per cent) of the former and ten (52.6 per 
cent) of the latter harbored streptococci in the genital 
passages when they were admitted to the ward. 
Six of the thirty-eight primipare and three of the ten 
multipare with streptococci developed pyrexia. 
Therefore, of the ten patients with pyrexia, nine had 
harbored streptococci in the vagina or the cervix 
when they were admitted to the ward. 

At the first examination (before labor) the strep- 
tococci isolated were found to be hemolytic in only 
one case. At the second examination (after labor) 
they were found to be hemolytic in another case. 
In the four other cases from which such strepto- 
cocci were isolated they were found only when the 
third culture was taken immediately after the 
temperature began to rise, and were then present in 
large numbers. 

The incidence of puerperal infection in this series 
of cases (10 per cent) approximates very closely that 
reported by Franke in 1923 for 23,000 cases, viz., 
10.1 per cent. In both series, vaginal examinations 
were a routine procedure prior to the beginning of 
labor. 

The organism responsible for the pyrexia of the 
puerperium is usually a hemolytic or non-hemolytic 
streptococcus. The findings in the cases reviewed in 
this article seem to confirm the general opinion that 
puerperal fever, at least in its more severe forms, is an 
infection due to the hemolytic variety. 

It seems apparent also that, whereas any strain of 
streptococcus may be the cause of the less severe 
forms of puerperal fever, the more grave types and 
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those associated with fulminating septicemia are 
usually caused by a specific infection with a distinct 
strain of hemolytic streptococci. 

In the differentiation of the puerperal strains 
fermentation reactions do not appear to be of any 
great value; the chief differences are serological and 
hemolytic. 

Another inference drawn from this investigation 
is that so long as the cultures are taken as high up 
in the vagina as possible the exact area examined is 
of little or no importance. 

The presence of streptococci in the genital passage 
of a pregnant woman before labor indicates an in- 
creased possibility that the woman may develop 
puerperal fever. 

Any abnormality of, or interference with, labor, 
especially in the presence of an infection with strep- 
tococci, influences the prognosis unfavorably. 

Hemolytic streptococci are found more frequently 
in the severe type of puerperal fever than in the 
milder forms. 

The cases reviewed suggested an intrinsic rather 
than an extrinsic source of infection. 

Coitus taking place late in the pregnancy appears 
to be an additional source of danger. 

The existence of an unstable type of hemolytic 
streptococcus is suggested. 

The figures in this investigation, though admitted- 
ly not large, are significant from a statistical point of 
view. Car H. Davis, M.D. 


Borelius, R.: Observations on Pregnancy After 
Nephrectomy (Beobachtungen von Graviditaet 
nach Nephrectomie). Monatsschr. f. Geburtsh. u. 
Gynack., 1924, Ixvii, 340. 

Nephrectomy generally does not affect the course 
of a subsequent pregnancy and causes no injury to 
either the mother or’the child if the remaining 
kidney is normal. If both kidneys are diseased, 
the influence of nephrectomy on pregnancy is un- 
favorable and artificial interruption of the preg- 
nancy is indicated. The author arrives at these 
conclusions from a study of nine cases. The article is 
supplemented by a full bibliography. Hess (G). 


Curtis, A. H.: Spontaneous Recurrent Abortion: 
An Inquiry into the Causes and Preventive 
Treatment. J. Am. M. Ass., 1925, lxxxiv, 1262. 


Spontaneous abortion is relatively frequent in 
women who are free from syphilis and without any 
gross abnormality of the pelvic organs. 

In three women with a pronounced history of 
habitual abortion, active foci of infection were 
found in association with kidney involvement. 
Two of these women have borne healthy children 
since they were relieved of their infection. The 
third, with a history of eleven abortions, is now well 
and nearly six months pregnant. 

The intravenous injection of numerous pregnant 
tabbits with fresh cultures of hemolytic streptococci 
obtained from these patients invariably resulted in 
Prompt termination of the gestation. Control ex- 


periments suggest that other virulent bacteria do 
not possess such a high degree of specificity. 

Focal infections with a tendency toward fresh 
exacerbations appear to be an important cause of 
otherwise inexplicable spontaneous abortion in 
women. Repeated inoculation of susceptible pa- 
tients with bacteria from the oral cavities of human 
carriers of infection may also be a factor. Low-grade 
chronic foci are probably a less serious menace to 
the fetus. FE. L. Cornett, M.D. 


Bell, W. B., Hendry, R. A., and Annett, H. E.: The 
Specific Action of Lead on the Chorion Epi- 
thelium of the Rabbit, Contrasted with the 
Action of Copper, Thallium, and Thorium. 
J. Obst. & Gynec. Brit. Emp., 1925, xxxii, 1. 

The object of the investigation reported in this 
article was to confirm or modify, as the case might 
be, the unpublished observations of one of the 
authors (W.B.B.), made between the years 1909 and 
1914, concerning the specific action of lead on the 
chorion epithelium. 

It seemed reasonable to attack the problem of the 
genesis, nature, and inhibition of malignant neo- 
plasia by taking as a working basis the hypothesis 
that the invasion of the maternal tissues by the 
trophoblast of the fertilized ovum—a process which, 
if unrestrained, may develop into the most malig- 
nant manifestation known—resembles in its mechan- 
ism that of cancerous extension. 

From the findings in the experiments it appears 
that lead has a selective affinity for the chorion 
epithelium, and that abortion can be produced by 
the action of lead on the fetal ectoderm (tropho- 
blast) without any effect on the maternal organism. 

The effective abortion dose of lead is approxi- 
mately half the lethal dose. 

The effects of copper employed in sublethal doses 
are uncertain. There appears to be no definite 
quantity which will inevitably produce abortion 
without damage to the mother. Indeed, a similar 
dosage may affect neither the doe nor the gestation 
sac, yet, in other cases it may cause toxic abortion 
or the death of the mother. 

Abortion following the administration of copper 
is not due to a specific action on the chorion epithe- 
lium, but is the result of hemorrhage in the uterus. 
The vascularity due to pregnancy probably renders 
the uterus susceptible to vascular lesions. 

Thallium preparations are relatively atoxic. 

The production of abortion by thallium is very 
uncertain and when it does occur it is the result of 
hemorrhage in the maternal tissues of the uterus. 

Thorium is relatively atoxic, and evidently has no 
specific effect or toxic action on the chorion epithe- 
lium. Cart H. Davis, M.D. 


Bué, Béghin, and Houcke: A Case of Placental 
Tumor (Un cas de tumeur placentaire.) Bull. 
Soc. d’obst. et de gynéc. de Par., 1925, xiii, 64. 

The authors report a case of capillary angioma of 
the placenta. The patient was a para-ii 29 years old. 
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The last menstruation had occurred ten months 
previously. This pregnancy, like the first one, had 
been entirely normal. Three hours after the 
patient’s admission to the hospital, dilatation being 
complete, the membranes were ruptured. Normal 
amniotic fluid was evacuated. Ten minutes later a 
female child weighing 2 kilos 900 gm. was delivered. 
The placenta was expelled normally, but was pre- 
ceded by a tumor which was attached to it. The 
membranes were complete. The umbilical cord was 
slightly brownish. 

On macroscopic examination, the placenta was 
found to be formed normally in its entirety. It 
weighed 890 gm. On its fetal aspect was an ovoid 
tumor which was 10.5 cm. long, 8 cm. wide, and 7 cm. 
thick and attached to the placenta by a base 
measuring 7 by 9 cm. This neoplasm was regular 
and smooth, of a claret color, and covered by a 
capsule. In the zone of implantation, blood vessels 
of different sizes came from the placenta to the 
tumor. When the neoplasm was cut, its surface was 
found to be evenly red and traversed by fibrinous 
tissue which was attached to the capsule. 

Microscopic examination showed large vessels 
having the characteristics of venous vessels, some 
of which were thrombosed. It revealed also small 
islands of capillaries separated from each other by 
an amorphous tissue of hyaline consistency which 
was sprinkled with smooth nests of cells with proto- 
plasm of the same consistency as the amorphous 
mass. There were also many capillaries composed 
of very fine epithelium having flattened cells and 
containing blood cells; at some points fibrinous 
coagulation had resulted in thrombosis. 

SALVATORE DI Patma, M.D. 


Bailey, K. V.: Notes on Two Cases of Antepartum 
Rupture of the Uterus Through a Previous 
Cesarean Section Scar. J. Obst. & Gynec. Brit. 
Emp., 1925, Xxxii, 129. ; 

The first case of antepartum rupture of the 
uterus reported in this article was that of a woman 
42 years old who had had seven normal labors at 
full term and one cesarean section for antepartum 
hemorrhage. The patient stated that the labor of 
her ninth pregnancy began eighteen hours before 
her admission to the hospital. At the time of her 
admission she complained of a diffuse abdominal 
pain which was ‘not like labor pains.” Her 
breathing was labored and her color poor. Her 
temperature was 97.8 degrees F., and her pulse 
rate 120. There was no bleeding from the vagina, 
but the symptoms of a concealed or internal hemor- 
rhage were definite. A diagnosis of rupture of the 
uterus was made. Supravaginal hysterectomy with 
appendectomy was followed by uneventful recovery. 

According to the period of amenorrhoea, labor 
was due. As the cervix was not drawn up and there 
was no dilatation of the internal os, the rupture 
probably occurred before the onset of labor. 

It would appear, therefore, that in this case the 
previous cesarean section scar had given way as the 
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result of the gradual distention of the uterus by the 
growth of its contents and not as the result of 
failure on the part of the cicatrix to withstand the 
muscular contractions of labor. 

Of interest in connection with the specimen was 
the fact that the catgut sutures used in the cesarean 
section could be easily seen and dissected out. The 
operation had been performed eighteen months 
previously, and forty-day catgut was used (at 
another hospital). It is possible that the weak scar 
was due to a devitalized state of the uterine muscle 
due to hemorrhage. 

The second case reported was that of a iv-para 
29 years old who had had three cesarean sections 
on account of a contracted pelvis. The last opera- 
tion had been performed twenty-one months pre- 
viously. 

This patient was seized with vague abdominal 
pain of a diffuse nature three hours before her 
admission to the hospital. She was to have been 
admitted for caesarean section and sterilization a 
month later, but the onset of the pain caused her 
to enter the hospital at once. 

At operation, the intact membranes were found 
to have herniated through a mesial longitudinal 
rupture of the anterior uterine wall. The peri- 
toneal cavity contained a little free blood. Supra- 
vaginal hysterectomy with removal of the append- 
ages was done. , 

The entire cesarean section scar had given way 
at the end of the eighth month of pregnancy, pre- 
sumably as the result of the gradual distention of 
the uterus. 

In this case, as in the first, the condition was 
accompanied by astonishingly few symptoms. There 
was no shock and very little hemorrhage. It is the 
deceptive nature of this type of case from the 
clinical point of view that’the author desires to 
emphasize. 

The second case reported is the only one of its 
kind which has occurred during the last eighteen 
months in a hospital where an average of 120 
caesarean sections are performed yearly. 

Cart H. Davis, M.D. 


Browne, F. J.: On the Abnormalities of the Um- 
bilical Cord Which May Cause Antenatal 
Death. J. Obst. & Gynec. Brit. Emp., 1925, xxxii, 17. 

True knots may exist on the umbilical cord during 
intra-uterine life without endangering the life of the 
fetus. Sometimes, however, they obstruct the cir- 
culation of the cord sufficiently to cause fetal death. 

When knots have been present before the onset of 
labor they show certain anatomical peculiarities 
which serve to distinguish them from knots formed 
during labor. 

Encirclement of the child’s neck by loops of cord 
may cause antenatal death. In such cases the soft 
parts may be so compressed against the vertebral 
column that the fetal head may be almost amputated. 

Excessive torsion of the cord is a rare cause of 
fetal death. The author discusses the causes of 
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physiological and pathological torsion, and con- 
cludes that an important factor predisposing to 
excessive torsion is insufficiency of the whartonian 
jelly. The cord vessels in such cases are usually 
impervious. 

Localized constriction of the cord is a not infre- 
quent cause of fetal death; it is most common in the 
fetal end of the cord close to the navel, but may affect 
several portions of the cord or the placental end 
alone. It is probable that the cause is an obliterating 
endarteritis affecting the intima and adventitia of the 
vessels, the fibrosis spreading to the jelly of Wharton. 

The histology of the cord affected by syphilis is 
discussed. The chief changes are round-cell infiltra- 
tion of the wall of the vein and proliferation of the 
tunica media with vacuolation of the muscle cells 
and oedema. Phlebitis with thrombosis may also 
occur. Spirochetes are frequently to be found at 
the fetal end, and chiefly in the vein wall. 

Hematoma of the cord may sometimes lead to the 
death of the fetus. The hematoma is due to rupture 
of the vein from varicosity, torsion of the cord, or 
injury during labor. 

Eight cases of solid tumor of the cord are reported. 
In three, the structure was that of a telangiectatic 
myxosarcoma; in two, it was that of a teratoma; 
and in one, myxangioma. In two a histological exam- 
ination was not made. Cart H. Davis, M.D. 


LABOR AND ITS COMPLICATIONS 


Delmas and Roume: The Induction of Obstetrical 
Anesthesia by Urea Compounds (Au sujet de 
l’anesthésie obstétrical par les composés uriques). 
Bull. Soc. d’obst. et de gynéc. de Par., 1925, xiii, 98. 

On account of numerous reports of cases in which 
labor was rendered painless by the use of synthetic 
hypnotics, particularly those belonging to the 
group of barbiturates, the authors tried two of 
these compounds, one a salt of barbituric acid and 
diethylamine, called “somniféne,” and the other a 
phenyl barbiturate of amidopyrine, called “allonal.” 
They did not obtain as good results as those re- 
ported by others, and state that, if one reads be- 
tween the lines, even the best reports made by con- 
scientious experimenters show that there are many 
objections to the use of these substances. 

Somniféne has an inconstant and imperfect 
anesthetic effect. Frequently its use is followed 
by a painful state of agitation. In animals, it acts 
like a toxin on the nervous centers. According to 
the dosage, animals pass through three distinct 
phases: (1) drowsiness and titubation; (2) motor 
iIncoordination; and (3) paralysis without muscular 
resolution. Frequently, also, spasmodic phenomena 
are noted. Death occurs with a subnormal temper- 
ature. In the case of rabbits, the lethal dose is about 
15 cgm. per kilo of body weight, while in the case of 
flinea pigs it is about 5 cgm. per kilo. In five 
dinical studies on women it was impossible, by means 
 somniféne, to obtain analgesia sufficient for a 
minor operation. 
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Because of the publication of better results sub- 
sequent to these experiments, the authors tried 
allonal in twelve obstetrical cases. The results were 
more or less fair. In ten cases it was given by mouth 
in doses ranging from 0.15 to 0.30 gr. It had no 
sedative effect on the mother, but when large doses 
were given a certain slowing of the pulse was 
noticed. In several cases artificial delivery was 
necessary because labor ceased. 

SALVATORE DI Pata, M.D. 


Adams, T. W.: The Short Umbilical Cord as a 
Factor in Dystocia. Am. J. Obst. & Gynec., 1925, 
ix, 690. 

This article is based upon 604 consecutive de- 
liveries in cases in which pregnancy had advanced 
beyond the age of viability. There were 112 cases 
(16.9 per cent) in which the cord was either short 
or coiled around the fetus. Of the 112 cases of 
shortened cord there were four (0.7 per cent) which 
fell into the group of actually short cord. The cords 
in these cases measured 17, 22, 27, and 27 cm. 

As a rule a short cord causes neither dystocia nor 
danger to the fetus or mother. While it is a potenti- 
ally dangerous complication, it rarely necessitates 
operative interference. E. L. Cornett, M.D. 


Scadron, S. J.: The Management of the Occiput- 
Posterior Position; with Special Reference to 
the Application of the Kjelland Forceps. 
Surg., Gynec. & Obst., 1925, xl, 697. 

The author discusses the problems involved in 
the occiput-posterior position and describes the tech- 
nique of the application of the Kjelland forceps. The 
following advantages are claimed for the forceps: 

1. They are easy to apply in spite of the position 
of the head and the direction of the sagittal sutures ; 
no special experience in technique is required. 

2. The position of the head is not altered by their 
application. This is important, especially when 
there is slight pelvic contraction, in which case the 
ordinary forceps displace the head. 

3. It is necessary to introduce only two fingers in- 
stead of the whole hand as is sometimes required 
when the head is high up. Therefore the chances of 
infection are reduced. 

4. The biparietal application prevents the slip- 
ping of the forceps. The point of the blades re- 
mains on the face near the chin, and the blades run 
parallel with the long axis of the ovoid head and 
grasp the head firmly. The traction on the face is 
against the points and there is even pressure of the 
entire instrument. There is no direct pressure over 
the eye and no pressure on the face, neck, or facial 
nerve as with ordinary forceps. 

5. Better rotation is obtained because the forceps 
can be applied in one position. 

6. This application aids the normal mechanism 
in the termination of labor. 

7. Less force is required. 

In conclusion the author states that while the 
Kjelland forceps have many advantages over the 
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old forceps, the range of indication should be no 
wider for the former than for the latter. 
Cart H. Davis, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Bell, W. B., Chisholm, J., Dougal, D., and Others: 
Puerperal Blood Infections: Report by North 
of England Committee. Brit. M.J., 1915, i, 783. 


This report is based upon an anlysis of 154 cases 
of puerperal septicemia. In over 46 per cent of the 
cases labor was normal and there was no interference 
whatever, apart from vaginal examinations. Forceps 
were used in 29.2 per cent of the cases, and the pla- 
centa was removed manually in 15.6 per cent. The 
latter figure is important as it shows that the risk 
of septic infection following manual removal of the 
placenta has not been exaggerated. In the cases of 
seven patients who had an infective condition prior 
to the onset of labor, the infection may have been 
autogenous. It must be assumed, however, that in 
the majority of cases it came from without and was 
introduced during delivery. 

The findings of postmortem examinations in 
forty-nine cases are summarized as follows: no 
localized lesions, twelve cases; abdominal or pelvic 
conditions such as peritonitis, etc., twenty-three 
cases; thrombosis only, eleven cases; pulmonary 
lesions only, three cases. 

The blood was examined during life in seventy- 
five cases. Streptococci were grown in over 65. per 
cent. In investigating the results of treatment, the 
Committee discovered that a variety of different 
methods had been employed in almost every case; 
it is therefore impossible to express a definite opinion 
as to the efficacy of any particular method. The find- 
ings of the investigation are summarized as follows: 

1. Intra-uterine methods with or without other 
operative procedures, sixty-six cases; mortality, 
78.7 per cent. Intra-uterine methods, no other opera- 
tive procedure, forty-one cases; mortality, 80 per cent. 

2. Abdominal operations with or. without other 
operative procedures, thirty cases; mortality 70 per 
cent. Abdominal operations, no other operative pro- 
cedure, fourteen cases; mortality 71.4 per cent. 

3. Serological treatment with or without other 
operative procedures, 104 cases; mortality, 72 per 
cent. Serological treatment, no operations, forty- 
seven cases; mortality, 76.5 per cent. 

The general mortality rate in the series of 154 
cases is 76 per cent. This is a very high percentage, 
but it must be remembered that the report deals 
only with cases of puerperal blood infection, and 
that fatal cases of puerperal blood infection have 
been included, irrespective of the antemortem 
symptoms. I. L. Cornetr, M.D. 


Andrews, H. R., Maclean, Sir E. J., Bourne, A., 
and Others: Puerperal Sepsis: Report by 
London Committee. Brit. M.J., 1925, i, 779. 


This report is based upon a review of 247 cases of 
puerperal sepsis, 160 of which terminated in re- 


covery and eighty-seven of which were fatal. Labor 
was spontaneous, normal, and without any special 
risk of sepsis from lacerations, a cervical or vaginal 
discharge, or other causes in forty-two (26 per cent) 
of those which ended in recovery and in nineteen(22 
per cent) of those which were fatal. In sixteen of the 
cases with recovery, labor was prolonged. 

The authors state that it is difficult, by statistics, 
to show with much accuracy the frequency with 
which manual removal of the placenta was followed 
by septic infection because in many cases the rela- 
tive importance of this factor was complicated by 
the performance of other manipulations or opera- 
tions. In thirty-four cases in which the placenta was 
removed manually there were thirteen deaths. 

The important question of the frequency and 
danger of autogenous infection as a cause of puer- 
peral sepsis cannot be elucidated by this investiga- 
tion. 

The generally accepted view that hemorrhage in 
labor plays an important part in the etiology of 
puerperal sepsis directly by lowering the resistance 
and indirectly by necessitating manipulative treat- 
ment was not borne out by the findings. 

Albuminuria does not play an important part in 
the causation of puerperal sepsis in lowering resist- 
ance. When albuminuria is the only condition 
present, the chances of recovery are good. Eighty 
per cent of the cases in which the uterus was explored 
were fatal. 

In 25 per cent of the cases the pyrexia began on 
the third day; in 20 per cent, on the fourth day; and 
in 83 per cent, in the first five days. The degree of 
pyrexia is apparently of little prognostic significance, 
but the frequency of the pulse is of great importance. 

Vomiting occurred in only four cases, all of which 
were fatal. In twenty cases with diarrhoea, there 
were seventeen deaths, a mortality of 85 per cent. 
Delirium occurred in thirty cases, with twenty-six 
deaths, a mortality of 87 per cent. General peri- 
tonitis developed in sixteen cases, fifteen (94 per 
cent) of which were fatal. In eleven cases with 
pneumonia there were eight deaths, a mortality of 
73 per cent. Mania developed in five cases, three of 
which were fatal. Of thirteen patients with pyemic 
abscesses, six (46 per cent) succumbed. In five 
eases, all of which ended in recovery, abscesses 
developed in the buttocks at the site of quinine in- 
jections. 

In conclusion the authors state that it was hoped 
that this investigation would lead to valuable deduc- 
tions with regard to treatment, but this has been 
impossible as more than sixty methods or combina- 
tions of methods were used. E. L. Cornett, M.D. 


Maclean, Sir E.: Puerperal Sepsis in Wales. Bril. 
M. J., 1925, i, 770. 

The tables and diagrams in this article, taken in 
conjunction with the statistics for previous years, 
show that Wales has a consistently high maternal 
mortality rate, and that the Welsh figures are much 
higher than the combined figures for England and 
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Wales. It appears evident also that, while the 
“sepsis” death rates are somewhat higher in Wales 
than in England and Wales, the chief disproportion 
is from ‘‘other causes.” 

The community must make the following efforts 
toward the solution of this problem: 

1. A more complete and better organized provi- 
sion of thoroughly well-trained and suitably edu- 
cated midwives and health visitors. 

2. A considerable extension of well-supervised 
schemes for the antenatal supervision of mothers, 
both at home and at clinics. 

3. An extended and improved supply of milk and 
other necessary forms of nourishment for expectant 
and nursing mothers. 

4. Avery substantial addition to the existing pro- 
vision of maternity homes and of maternity wards 
in or connected with the general hospitals. 

E. L. Cornett, M.D. 


Bigger, J. W., and FitzGibbon, G.: An Investiga- 
tion into the Etiology of Puerperal Fever. 
Brit. M. J., 1925, i, 775. 


Streptococci were found in the vagina before and 
after delivery in 68 per cent of the cases examined. 
They may therefore be regarded as among the 
normal vaginal flora. Hemolytic streptococci were 
found only twice in the examination of 108 vaginal 
swabs. Streptococcus pyogenes was never found. 
The predominant non-hemolytic streptococci of 
the vagina were streptococcus faecalis and strepto- 
coccus mitis. Non-hemolytic streptococci were 
preseat in the postpartum uterus in at least 20 per 
cent of the cases examined. 

The most common form of puerperal sepsis, that 
caused by hemolytic streptococci (and particularly 
streptococcus pyogenes) is due to exogenous in- 
fection. Occasionally non-hemolytic streptococci 
cause puerperal sepsis. These organisms are present 
in the vagina of the majority of parturient women 
and are found fairly frequently in the uterus after 
delivery. They are normal body saprophytes, but 
areopportunists as regards pathogenicity. Puerperal 
sepsis due to non-hemolytic streptococci is an 
endogenous infection. E. L. Cornett, M. D. 


FitzGibbon, G., and Bigger, J. W.: A Clinical 
and Bacteriological Investigation of Puerperal 
Fever. Brit. M. J., 1925, i, 773. 


Acute puerperal infection is due almost invariably 
to streptococci, most commonly hemolytic strep- 
tococci, and its prognosis is grave. In the diagnosis, 
cultures made from the interior of the uterus during 
the puerperium are of great aid. Non-hemolytic 
streptococci from the uterus are serious, and from 
the blood most serious. 

Negative results as regards streptococci in the 
cervix may usually be accepted, provided the culture 
$not dominated by other organisms. 

Staphylococcus aureus, bacillus coli, and gono- 
‘cel are likely to produce local infections, but do 
lot tend to become general. E. L. Cornett, M.D. 


NEWBORN 


Mcllroy, A. L.: The Relative Loss of Heat and Loss 
of Weight, and the Treatment of Shock in 
the Newborn. Proc. Roy. Soc. Med., Lond., 1925, 
xviii, Sect. Obst. & Gynec., 39. 


The initial drop in the weight of the newborn has 
hitherto been regarded as inevitable. As a rule the 
chief fall occurs in the first three days. Pembrey 
disapproves of bathing the newborn as it entails a 
loss of heat. In the Obstetrical Unit at the Royal 
Free Hospital, oiling has been instituted as the 
routine method. The babies are oiled after birth 
and daily until the day before they leave the hospital, 
when the mothers are instructed how to bathe them. 
They lose less weight than bathed babies, and in 
most cases regain their birth weight or reach a 
higher weight before they leave the hospital on 
the ninth or tenth day. 

After treating a large number of infants the 
author concluded that still more improvement could 
be effected by reducing the exposure to the air 
after birth, thus further decreasing the loss of 
heat. Consequently, immediately after delivery, the 
infants in one ward were wrapped in warmed 
blankets. When the cord was cut the child was at 
once transferred to a cot with warmed blankets and 
hot water bottles and kept there until it was oiled 
and dressed. The results in these cases showed im- 
provement. 

Three-hour feedings give better weight results 
than feedings every four hours. In cawsarean section 
cases early artificial feeding is indicated as the 
mother’s milk is usually deficient during the first 
few days of the puerperium. 

In the usual treatment of cases of white asphyxia 
(shock) the air passages are cleared and the infant is 
immersed in a warm bath, sometimes with the appli- 
cation of cold water to the head, and artificial respi- 
ration is induced. In such cases attention should be 
directed to the relief of the cardiac failure due to the 
shock which is usually caused by cranial compres- 
sion. 

As soon as the child is born it should be wrapped 
in a warm blanket and its air passages cleared. The 
mucus should be sucked out of the trachea by a 
rubber catheter with a glass window. The infant 
should then be left at rest in a warm cot. Gentle 
massage of the heart can be carried out under the 
blanket, and stimulants such as pituitrin or cam- 
phor, given hypodermically. No movements should 
be permitted which involve the head or spine. 

E. L. Cornet, M.D. 


Allison, W. L.: Intracranial Hzmorrhage of the 
Newborn. Texas State J. M., 1025, xxi, 8. 


After reviewing the symptoms and end-results 
of intracranial hemorrhage of the newborn, Alli- 
son states that when intracranial hemorrhage is 
recognized, it is, of course, necessary to control the 
hemorrhage and to reduce the increased intra- 
cranial pressure, thus relieving the oedematous or 
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wet brain before destruction of the cells and their 
fibers takes place. 

Spinal drainage not only reveals the presence of 
hemorrhage in many cases, but also reduces the 
pressure. The treatment must be given during the 
first week or two weeks of life, when the blood is still 
in a fluid : tate and can be removed by spinal drain- 
age. If repeated spinal drainage does not rapidly 
clear up the symptoms, cerebral decompression 
should be done. 

For the control of the hemorrhage itself, simple 
methods may be tried first, such as the administra- 
tion of calcium salts or thromboplastic serum in 
large doses. In some cases it may be necessary to 
follow these by whole-blood transfusion through the 
longitudinal sinus or the jugular veins. If the 
clotting time is found to be delayed in the newborn, 
prompt measures should be taken to remedy this 
condition even when there are no indications of 
haemorrhage. 

There is considerable clinical evidence which sug- 
gests that the pituitary gland is often at fault. Pitui- 
tary extract, particularly of the anterior lobe of the 
gland, is coming to be well recognized as of great 
value in these cases. Rotanp S. Cron, M.D. 


Commandeur: Hzemorrhage of the Suprarenals in 
the Newborn (Hémorrhagie des capsules surré- 
nales chez un nouveau-né) Bull. Soc. d’obst. et de 
gynéc. de Par., 1925, xiii, 74. 

Little is known of the pathology of the supra- 
renals in the newborn, principally because the oppor- 
tunity for observation is offered only by exenceph- 
alic or oedematous fetuses. In the case reported a 
definite apoplexy limited to the parenchyma of the 
suprarenals was demonstrated. 

The mother was a primipara with a narrow pelvis. 
The child which weighed 2,180 gm. and was deliv- 
ered spontaneously, was apparently stillborn as the 
result of traumatism in labor and was resuscitated 
only after an hour’s effort. Its condition was so pre- 
carious that a spinal puncture was performed on 
the following day. This yielded about 4 c.cm. of 
hemorrhagic fluid without tension. The child died 
a short time after the puncture. 

Autopsy revealed a meningeal hemorrhage 
limited to the fossa of the cerebellum which formed a 
sanguineous coat covering the cerebellum and the 
bulb and appeared to extend to the spinal canal. 
In addition there were two other sites of sanguineous 
infiltration of the pia mater on each side of the 
inferior vermis. The only lesions of the viscera were 
those of the suprarenals. 

The anterior surface of the right suprarenal pre- 
sented an ecchymotic area which occupied most of 
the surface and all of the upper portion of the gland. 
This area corresponded to a hemorrhagic infiltra- 
tion of the gland as far as the center. 

In the left suprarenal two less extensive ecchymo- 
tic areas were found, which covered the upper por- 
tion and anterior surface and appeared to be a 
hemorrhagic infiltration of the parenchyma. 





There was no evidence of hamorrhage in the 
cellular tissue of the suprarenals or the kidneys. 

On section the hemorrhagic infiltration was found 
to extend throughout the entire thickness of the 
anterior portion of the gland. At certain points it 
seemed to be limited to the deep layers in the 
neighborhood of the central vessels. The cortical 
layer seemed to be intact. 

Microscopic examination showed that where the 
apoplexy was complete the suprarenal tissue was 
entirely infiltrated by red cells and the structure of 
the gland was unrecognizable. At other points the 
hemorrhagic infiltration extended from the medul- 
lary portion to the cortex of the gland. In still other 
portions the fascicular layer next to the glomerular 
layer did not appear normal. The outlines of the 
cells were indistinct and did not stain, and the 
nucleus did not take the stain evenly or as deeply as 
is usually the case. 

In the author’s opinion the hemorrhage of the 
suprarenals in this case was due not to trauma pro- 
duced by the efforts at resuscitation but by 
asphyxiation during labor. 

SALVATORE DI PALMA, M.D. 


Dévé, C.: Intra-Ovular Intestinal Haemorrhage 
(Hémorragie intestinale intra-ovulaire). Bull. Soc. 
d’obst. et de gynéc. de Par., 1925, xiii, 24. 


Dévé reports a case in which, on puncture of the 
membranes because of delay in dilatation of the 
cervix after an eight months’ pregnancy, there was 
a gush of reddish black, distinctly bloody fluid which 
suggested the puncture of a large vessel. The cervix 
was thereupon packed for a while. On removal of 
the packing, amniotic fluid poured out until a fe- 
male child was. delivered. The child immediately 
passed blood-stained meconium. Twenty-five min- 
utes after birth it was given 4 c.cm. of Dufour and 
LeHello antihemorrhage serum; at intervals of 
forty-eight minutes thereafter, two more injections 
of 6 c.cm. each. After the first injection the stools 
were free from red blood. 

The author believes that the haemorrhage oc- 
curred just before labor but does not attribute it to 
the severe labor pains, as in many cases with equally 
severe pains it has not occurred. He rules out also 
compression of the cord as the cord was not twisted 
around the child’s neck and appeared normal. 
While he cannot definitely rule out syphilis, this 
condition was not suggested by the history; a pre- 
vious delivery was normal, the child born at that 
time showed no secondary manifestations of 
syphilis, and the second child also was normal. 

SALVATORE DI Parma, M.D. 


Raisz, D.: Rupture of the Liver in the Newborn 
Following Spontaneous Delivery (Leberruptur 
eines Neugeborenen nach Spontangeburt). Orvosi 
Hetil., 1925, |xix, 28. 


The child whose case is reported was a female 
infant 51 cm. long, weighing 3,830 gm., who was 
born spontaneously eleven hours and fifteen min- 
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utes after premature rupture of the membranes. 
The mother was a iv-para with a normal pelvis. 
On the fourth day after birth the infant became rest- 
less and developed a syndrome characterized by a 
temperature of 38.5 degrees C., marked distention 
of the abdomen, the vomiting of greenish-yellow 
fecaloid masses, sinking in of the eyes, pallor, and 
severe collapse. As a rectal examination was nega- 
tive, a diagnosis of intestinal obstruction at a higher 
level or invagination of the cecum was made. 

At laparotomy, the peritoneal cavity was found 
filled with fluid and coagulated blood. The lower 
right border of the liver showed a laceration about 
3. cm. long. The capsule of the liver was loosened 
over an extensive area. After tamponade the ab- 
dominal wall was sutured. In spite of salt infusions, 
the administration of caffein, etc., the child died 
during the night. 

At autopsy the site of the rupture was no longer 
recognizable, but Glisson’s capsule was almost en- 
tirely stripped from the right lobe of the liver. A 
fall could be definitely ruled out as the cause of the 
injury as the infant was the child of a physician and 
it may therefore be assumed that the delivery, 
which took place in a hospital, and the subsequent 
care of the child were given special attention. 
TeMESVARY (G). 


MISCELLANEOUS 


Ivens, F.: The Prevention of Puerperal Morbidity 
and Mortality: An Experimental Study in 
Clinical Obstetrics. Brit. M.J., 1925, i, 589. 


This study is based on 1,000 cases. All of the 
patients were seen at a weekly antenatal clinic for 
general examination, urinalysis, and pelvic measure- 
ment. Cases of active venereal disease were re- 
ferred to a special institution and were not numbered 
in the series. Cases of albuminuria, cardiac disease, 
or hyperemesis were admitted for antenatal care, 
and abnormal cases were kept under observation. 

When possible, the women were admitted a day 
or two before the anticipated date of delivery. As 
aroutine, on admittance, a bath, castor oil, and an 
‘nema were given. Before internal examination, 
the vulva was shaved and a cleansing solution was 
used. In emergency cases, tincture of iodine was 
also employed. During labor, all concerned with 
the case wore sterilized overalls and boiled gloves, 
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sterile towels were used, and precautions were taken 
against contamination from the anus. 

Forceps were applied without too long delay upon 
the advice of a consultant. If perineal laceration 
occurred, repair was made with silkworm gut 
rather than catgut, the latter being regarded as too 
favorable a culture medium. 

During the puerperium, lysol solution was 
swabbed over the perineum every four hours during 
the day and each patient had her own douche pan. 
Large sterile pads were applied and perineal wounds 
were touched daily with tincture of iodine. 

Patients were encouraged to assume the Sims’ 
position part of each day to favor vaginal drainage 
and anteversion of the uterus. Catheterization was 
avoided. Perineal wounds were protected from 
urinary contamination by having the patients 
micturate while they were on their hands and knees. 

The author gives in detail the results obtained in 
a series of cases with relation to the various types 
of complications. He draws the following conclusions: 

1. Many cases of puerperal sepsis result from 
the latent or pre-existing infection, streptococcal, 
gonococcal, or coliform. Streptococcal or coliform 
infection may often be detected by bacterial 
examination of the urine during pregnancy. Inter- 
mittent albuminuria during pregnancy even when it 
is not associated with urinary symptoms should 
indicate bacteriological examination of the urine. 
Uterine inertia is favored by latent infection, par- 
ticularly when there is premature rupture of mem- 
branes. 

2. Patients should be admitted a day or two be- 
fore labor to a suitable environment for labor. 

3. A rigidly aseptic technique is as important 
for obstetrical cases as for surgical operation. Be- 
fore a vaginal examination the vulva should be 
shaved and surgically prepared. A high percentage 
of women can be delivered by well-trained midwives 
if proper antenatal care has been given by the pa- 
tient’s doctor. 

4. When a reliable technique is used and delivery 
occurs in a proper environment, the chance of 
puerperal sepsis following operative measures is 
greatly reduced. 

5. Cases of puerperal fever should be referred 
early to obstetrical specialists and bacteriologists 
for a study of the origin and character of the 
infecting organism. Vircit E, Dupman, M.D. 








ADRENAL, KIDNEY, AND URETER 


Helmholz, H. F., and Milliken, F.: The Kidney: 
A Filter for Bacteria. I. The Presence of Bac- 
teria in the Blood, Kidney, and Urine After 
Varying Intervals Following noe mayen Injec- 
tions. Am. J. Dis. Child., 1925, xxix, 49 

Helmholz, H. F., and Field, R. S.: The Kidney: A 
Filter for Bacteria. II. The Effect of Diuresis 
on the Excretion of Bacteria by the Kidney. 
Am. J. Dis. Child., 1925, xxix, 506. 

The authors summarize the 
experiments as follows: 

1. The appearance of bacteria in the urine, the 
blood stream, and the kidney afler intravenous injec- 
tion. ‘The animals were killed at the end of ten 
minutes, one hour, four hours, seven hours, twenty- 
four hours, and forty-eight hours. In order to deter- 
mine the distribution of bacteria in the renal sub- 
stance the left kidney was incubated for twenty-four 
hours. The right kidney was fixed immediately. 
Virulent and avirulent staphylococcus aureus, 
bacillus coli, streptococcus hemolyticus, and strepto- 
coccus viridans were used in the experiments. To 
obtain the urine for bacteriological study the animal 
was chloroformed, an avascular area of the bladder 
was seared, and a sterile pipette was passed through 
the searedarea. At no time were bacteria found in the 
urine at the end of four hours. Virulent staphylo- 
cocci were constantly present in the blood seven 
hours after injection; in two of three experiments 
they were found six hours after injection, and in 
one of three experiments, five hours after injection. 
Virulent colon bacilli were found once after seven 
and twenty-four hours. Avirulent colon bacilli and 
staphylococci were not found in the urine at any 
time. Streptococcus hemolyticus was demonstrated 
in the urine only exceptionally—once after seven 
hours and once after twenty-four hours. Not once in 
a second series of nine experiments with virulent 
colon bacilli were the bacteria found in the urine 
after five, six, or seven hours. 

2. The effect of diuresis on the excretion of bacteria. 
The experiments of Biedl and Kraus were conducted 
with the injection of sugar and salt intravenously 
to stimulate diuresis. As the Biedl and Kraus 
technique of tying the catheter into the ureter or 
catheterizing the bladder is open to criticism, the 
authors obtained the urine by means of an inlying 
catheter or repeated catheterization. 

In the first series of experiments, 10 per cent glu- 
cose and 1.5 per cent hypertonic salt solution were 
used, while in the second series, 10 and 20 per cent 
sucrose solutions were employed. In the first series 
of thirty-two experiments, in which the staphylo- 
coccus aureus, bacillus prodigiosus, and bacillus coli 
were injected, there was only a single instance in 
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At necropsy, 
varying amounts of urine were found in the bladder. 
In some instances the quantity was only 1 c.cm. or 
less. In the single experiment in which staphylococ- 
cus aureus was found, the urine was negative in the 
plate in which 10 c.cm. were used, negative in the 
plate in which 5 c.cm. were used, and positive in the 


which bacteria were found in the urine. 


liquid culture in which 5 c.cm. were used. All of the 
other experiments were negative. In this first series 
no attempt was made to obtain a maximal diuresis. 

In a second series of experiments with virulent 
bacillus coli, virulent staphylococcus, and strepto- 
coccus lacticus, an attempt was made to produce as 
great a flow of urine as possible. The organisms 
were injected fifteen minutes after the intravenous 
injection of sucrose was begun, so that at the time 
of their injection there was a maximal diuresis. A 
diuresis varying from 50 to 300 c.cm. for each kilo- 
gram of body weight each hour was reached. In 100 
control rabbits the bladder contained no more than 
50 c.cm. of urine when the animal was chloroformed. 
Before each experiment was begun the bladder was 
palpated. The urine was obtained fiften minutes 
after the intravenous injection of the organisms, 
with one exception, when it was obtained after 
thirty minutes. In only one experiment were there 
bacteria in the urine on culture, and in this instance 
a large amount of blood was found in the bladder at 
necropsy. It is therefore evident that even with a 
tremendous output of urine, bacteria are not ex- 
creted by the kidney. 

The question of a late effect of a maximal diuresis 
on the excretion of bacteria was studied by the in- 
jection of bacillus coli twenty-four hours after a 
period of maximal diuresis, the urine being taken 
for one hour after the intravenous injection of the 
bacteria. In no instance did bacteria pass through 
the kidney. 

In order to check the work of Biedl and Kraus, 
thirteen experiments were performed in which small 
amounts of glucose were injected intravenously and 
the urine was obtained by means of the inlying 
catheter or repeated catheterization. Also a series 
of eleven experiments on the effect of maximal 
diuresis were carried out with the use of the inlying 
catheter. Alarge number of these experiments showed 
bacteria in the urine after fifteen, thirty, forty- 
five, and sixty minutes. In twelve of twenty-four 
experiments in which the urine was obtained by 
catheter, the cultures were positive. In fifty-six 
experiments, in which the urine was taken after 
death through the seared wall of the bladder it was 
sterile in fifty-five instances. In one instance there 
were bacteria in 5 c.cm. of one specimen of urine, 
whereas 10 c.cm. and 5 c.cm. of the same specimen 
were found on culture not to contain bacteria. These 
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experiments therefore demonstrate, first, that the 
technique probably accounted for the presence of 
bacteria in the urine obtained by Biedl and Kraus, 
Rolly, and others; and second, that even with a 
diuresis of more than 200 c.cm. per kilogram of body 
weight each hour, bacteria are held back by the 
kidney. 


Ockerblad, N. F.: Practical Application of the 
Creatinin Renal Function Test. J. Urol., 1925, 
xiii, 411. 

In order to obviate the various shortcomings of 
the phenolsulphonephthalein test of kidney function 
the author uses the following modification of the 
creatinin test in urological work: 

The patient is prepared for cystoscopy in the 
usual way after being given from 1,500 to 2,000 
c.cm. of fluid about one-half hour previously unless 
that amount of water is contra-indicated. Ureteral 
catheters, preferably of the same size, are then 
introduced. When the flow is established the time 
is noted and collection is made for exactly ten 
minutes. The tubes containing the urine are then 
marked ‘fasting ten minutes.”’ After the removal 
of the tubes, 0.25 gm. of creatinin in 5 c.cm. of 
buffer solution mixed with 1 c.cm. of phenolsul- 
phonephthalein is injected intravenously. At the 
completion of the injection, the exact time is noted, 
the tubes are replaced under the catheters, and 
collection of urine is made for another ten minutes. 
As many ten-minute collections as desired are 
made. 

The author’s experience shows that one fasting 
ten-minute collection and one ten-minute collection 
period are sufficient to give information of great 
value. In general, in the first ten minutes after the 
injection a normal kidney will excrete at least three 
times the amount of creatinin excreted at the 
normal rate. The response of the normal kidney to 
the increase of creatinin in the blood is immediate 
and constant. The creatinin is probably excreted by 
the tubules and the glomeruli. 

The advantages claimed for the creatinin test, 
which are similar to those claimed by Geraghty for 
the phenolsulphonephthalein test, are summarized 
as fo lows: 

1. The complete elimina’ion of the substance 
without chemical change by the kidneys. 

2. The early appearance of creatinin in the 
urine following its intravenous administration. 

3. The rapid excretion of creatinin which neces- 
sitates observation for only a short time. 

4. The brilliancy of color which is imparted to 
the urine when it is prepared for estimation by the 
method of Folin. Blood does not interfere. 

5. The facility with which creatinin lends itself 
to colorimetric methods, making accurate estimation 
possible. 

6. The simplicity of the technique for quantita- 
tive estimation. 

7. The non-toxicity of creatinin. 

8. The non-irritating nature of creatinin locally. 


9. The extreme smallness of the dose required 
and the assurance this gives that no extra strain will 
be placed upon the kidneys during the test. 

Creatinin is a normal constituent of the blood and 
an end-product of catabolism. So far as is known, it 
is neither destroyed nor stored up by any organ. The 
c.eatinin test is intended to supplement the phenol- 
sulphonephthalein test. Louts Neuwett, M.D. 


Sexton, W. G.: Resection of a Unilateral Fused 
Kidney, with Case Report. J. Urol., 1925, xiii, 
399- 


The most common renal anomaly is the unilateral 
fused kidney, a condition known also as crossed 
ectopia or crossed dystopia of the kidney. Crossed 
dystopia may or may not be associated with fusion 
of the kidney. 

There are various types of fused kidney: (1) the 
horseshoe kidney, in which there is fusion by an 
isthmus with either the upper or the lower pole of 
the opposite kidney; (2) the clump kidney, in which 
there is fusion in a very irregular shape, usually on 
one side; (3) the long kidney, a fusion of the kidneys 
end-to-end; and.(4) the sigmoid kidney, an end-to-end 
fusion with great variations in the amount of rota- 
tion of the two organs. 

These fusion types are all due to defective embryo- 
logical development. The fusion occurs during the 
early stage of development and ascent of the kidney 
out of the pelvis, and the dystopic kidney is dragged 
to the opposite side to form the unilateral type of 
fused kidney. 

To date, the literature records eighteen cases of 
unilateral fused kidney which were operated upon. 
In four cases in which the nature of the condition 
was not recognized, a fatal anuria resulted; in ten 
cases various palliative operations were followed by 
recovery; and in three cases recovery followed 
resection of the ectopic portion. 

The author reports the case of a boy 19 years of 
age who was brought to the hospital because of 
abdominal pain. The patient’s own history and his 
family history were unimportant. The illness began 
three weeks previously with severe abdominal pain 
followed by vomiting which lasted for about two 
hours and then gradually ceased. Two weeks later 
there was another attack of very sharp abdominal 
pain, a mass appeared just below the umbilicus, and 
a purulent discharge occurred from the urethra. 
On the following day blood appeared in the urine. 
This attack lasted three days. Four days prior tc 
the patient’s admission to the hospital the pain 
again recurred. The patient did not notice whether 
or not the mass disappeared between the attacks. 
For four days the urine remained bloody and there 
was a more or less constant urethral discharge associ- 
ated with chills and fever. 

On physical examination the patient was found to 
be well developed and well nourished. His temper- 
ature was 1o1 degrees F., his pulse rate 84, and his 
respiration 20. In the abdomen a definite mass about 
the size of a grapefruit was visible just below the 
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umbilicus, slightly toward the left of the midline. 
This mass was very tense and seemed to contain 
fluid. It showed slight lateral mobility. The right 
kidney could not be palpated. 

Urinalysis revealed albumin, pus, and erythro- 
cytes. Blood analysis showed 42.4 mgm. of non- 
protein nitrogen and 23.83 mgm. of urea nitrogen. 
In the phenolsulphonephthalein test there was a 5 
per cent return in the first hour and a 20 per cent 
return in the second hour. Urethral smears were 
negative for gonococci. After twelve hours the mass 
disappeared, the pain ceased, and the temperature 
dropped to normal. 

On cystoscopic examination the bladder appeared 
normal. The urine from the right side was found to 
be purulent and to contain many pus cells and 
erythrocytes. The urine from the left side was 
clear and contained only a few pus cells. 

Subsequently, when the pain recurred and the 
mass re-appeared, the roentgenogram of the left side 
showed the right ureteral catheter passing across the 
spine over the sacrum to the left side. The pyelo- 
gram revealed a greatly distorted pelvis with the 
left catheter pushed laterally. Pus came from 
around the right catheter. 

Six days later the mass again re-appeared and 
upon catheterization of the right ureter 1,250 c.cm. 
of urine were obtained in two and one-half hours 
and the tumor disappeared. The ureter could not be 
visualized with the use of 30 c.cm. of sodium 
bromide, but it seemed to be very much larger and 
lower than at first. The left kidney was located 
above the mass but in about the normal position. 
The right catheter turned downward after it entered 
the pelvis, indicating the presence of a very large 
pyonephrosis. 

One month later the pain became very intense and 
the tumor was larger than ever before. Twelve 
ounces of clear urine were then obtained from the 
left ureteral orifice and about 5 oz. of very thick pus 
from the right ureteral orifice. The mass then again 
disappeared. 

Hydronephrosis of the left kidney from pressure of 
an infected ectopic kidney upon the left ureter was 
suspected. 

At operation, a mass was found occupying the 
entire flank, extending upward as far as could be 
reached with the hand, downward to the pelvic 
brim, and centrally to the midline of the body. The 
lower hali was a cystic sac with definite fluctuation. 
The upper half appeared to be of normal kidney 
structure. A fairly definite line of demarcation indi- 
cated the site of fusion of the two kidneys. A little 
over a quart of purulent matter was sucked out of 
the lower mass. The blood supply came from the 
left iliac artery and entered the kidney on the lateral 
surface. Both ureters were lying on the anterior 
surface of the kidney, indicating that neither kidney 
had completely rotated. The ureter from the upper 
half was thickened. 

Resection below the line of fusion was followed by 
recovery. Louis Neuwett, M.D. 








Hinman, F., and Kutzmann, A. A.: Malignant 
Tumors of the Kidney. California & West. Med., 
1925, XXiii, 429. 

In the last eighteen years the authors have seen 
twenty-nine cases of malignant tumors of the 
kidney. Of these, twenty-three were definitely 
proved; in the remaining six the data were in- 
sufficient for positive proof. Seventeen of the pa- 
tients were adults. Eleven patients were operated 
upon. In ten cases operation was refused or the 
condition was deemed inoperable. In two cases 
the tumor was not discovered until autopsy. Of the 
patients operated upon, only two survived, and of 
these one was lost sight of two months after the 
operation. The other is still living and well seven 
months after the operation. 

In the case of one of the authors’ patients who 
died from the rupture of a large pulsating aortic 
aneurism, autopsy revealed a hypernephroma of 
the left kidney although at no time had there been 
any signs or symptoms referable to the urinary 
tract. Another patient entered the hospital with 
slight hematuria. Examination revealed a strongly 
positive Wassermann reaction and marked dilata- 
tion of the aortic arch. Urological examination 
revealed only a slight deformity of one of the renal 
pelves. Because of the other findings, the kidney 
condition was considered luetic. The patient died 
a year later. Autopsy revealed a hypernephroma 
with metastases to the liver. 

The authors summarize as follows: 

1. The incidence of malignant tumors of the 
kidney is between 0.25 and 1 per cent in adults and 
between 0.06 and o.1 per cent in children. These 
tumors constitute from 0.5 to 2 per cent of all 
tumors in adults and about 20 per cent of those in 
children. 

2. The pathogenesis of kidney tumors is still 
hypothetical. The types most commonly found 
are the hypernephroma, occurring chiefly in late 
adult life, and embryonic mixed tumors, found 
during early childhood. 

3. Clinically all renal tumors should be con- 
sidered malignant because of the great rarity of the 
benign types. 

4. The classical signs of kidney tumor are hema- 
turia, pain, and tumor. In adults, the most common 
initial symptom is hematuria; in children, tumor. 

5. The importance of each symptom should be 
considered as it appears. The diagnosis should not 
be delayed until the clinical picture is complete. 

6. Only by thorough early investigation can we 
hope to influence the present morbidity of go per 
cent. 

7. The urological examination should always be 
complete and include a differential examination of 
the urine, functional studies, and ureteropyelog- 
raphy. ’ 

8. In order that a diagnosis may be arrived at in 
doubtful cases the clinical findings and urological 
findings should be carefully correlated. 

Louis Gross, M.D. 
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Day, R. V., Fairchild, F. D., and Martin, H. W.: 
A Plan for the Early Diagnosis and Manage- 
ment of Primary Papilloma of the Ureter and 
Kidney Pelvis; a Case Report of Each. Surz., 
Gynec. & Obst., 1925, xl, 485. 


Primary tumors of the kidney pelvis and of the 
ureter are rare. Papillomata are the most numerous. 
In the etiology of such neoplasms any cause of long- 
continued irritation, such as stone or leucoplakia, 
may be a factor. 

Unilateral hematuria and the possible finding of 
tumor cells or fragments of villi in the urine, a 
secondary growth in the bladder, or tufts of papil- 
loma protruding from the ureter aid in the diagnosis. 
In about 70 per cent of cases of primary papilloma 
of the ureter, hydronephrosis results. The pain is 
usually of the colic type and function is decreased. 

Pyelo-ureterograms are very important and 
should be carefully studied for filling defects. 
Secondary changes and blood clots may render their 
interpretation difficult. Pyelo-ureterograms, the 
findings of the physical and cystoscopic examina- 
tions, and laboratory data will permit at least a 
working diagnosis. 

When primary papilloma of the kidney pelvis is 
suspected and the patient’s general condition war- 
rants it, complete removal of the kidney should be 
done. The kidney should be opened and examined 
immediately after its removal, and if the diagnosis 
is confirmed the ureter should be dissected out at 


the same operation. If a positive diagnosis is made - 


prior to operation, Beer’s method is the procedure 
of choice. Growths in the bladder should be treated 
in the usual manner. 

The authors report a case of malignant papilloma 
of the ureter with hydronephrosis and a case of 
malignant papilloma of the kidney pelvis with 
secondary chronic nephritis. In the latter, a pre- 
operative diagnosis of malignant tumor of the 
kidney was made. 

The conclusions drawn are as follows: 

1. The origin of hematuria should be deter- 
mined and its pathological nature established. 

2. A thorough urological examination may not 
give an accurate diagnosis but will permit at least 
a working diagnosis. 

3. Primary nephro-ureterectomy is the operation 
of choice. 

4. If a tumor is suspected, the kidney should be 
split and examined before closure of the wound. 

CLaupE D. PickreEtL, M.D. 


BLADDER, URETHRA, AND PENIS 


Pugh, W. S.: Varicose Veins of the Bladder: A 
Cause of Urinary Hemorrhage. J. Urol., 1925, 
xiii, 455. 

This article reports the clinical and operative 

picture of a case of varicose veins of the bladder. 

Ligation of the veins through the suprapubic ap- 

proach gave an apparent cure. References are made 

to the literature. Joun G. CueETuam, M.D. 


Chetwood, C. H.: Stenosis of the Bladder Outlet. 
Am, J. Surg., 1925, XXxix, 97. 

The author first reviews the theories held up to 
the present time with regard to the etiology, path- 
ology, and treatment of stenosis of the bladder outlet. 

The stimulation causing adenomatous enlarge- 
ment of the prostate or its accessory group of glands 
and the acute or chronic inflammation which re- 
sults in localized sclerosis or general fibrosis seem 
to represent a vicious cycle. The hypertrophied 
masses intrude upon the anatomical orifice or the 
fibrosis partially or wholly surrounds it. When 
the lesion is removed, the force responsible for it 
may still remain to cause some form of mechanical 
obstruction. 

Stenosis of the bladder outlet may be congenital 
or acquired and may occur at any time of life. In 
congenital contracture the obstruction antedates 
the symptoms of congestion. In the acquired con- 
dition, the inflammatory element is primary and is 
followed by obstruction as the result of the forma- 
tion of sclerotic tissue. In the cases of adults, 
hypertrophy is another cause of obstruction. 

A simple congenital malformation of the vesical 
orifice may be associated later with sphincteric 
occlusion independent of the congenital formation. 

Glandular and muscular congenital hypertrophies 
also may occur in the region of the bladder neck. 
The etiology of these abnormalities is unknown, but 
the same force that induces hypertrophy later in 
life may be a factor. In general, they are not patho- 
logical until they interfere with function or until an 
inflammatory element is added. A simple form of 
obstruction may be the result of a chronic spastic 
condition. Beginning with localized arteriosclerosis, 
this condition may be increased by fibrosis and later 
merge into one of the other classical forms of orificial 
obstruction. The two principal pathological entities 
responsible for contracture of the neck of the bladder 
are connective tissue sclerosis and adenomatous 
hypertrophy. The former predominates. 

The type of cases considered by the author includes 
all of those with symptoms of chronic prostatism 
and an obstructive organic structural lesion. Of the 
closed or transurethral operations, the Caulk pro- 
cedure has so far given the best results. Each case 
must be completely analyzed. The author advocates 
open surgery and the use of the galvanocautery. 
Recently, open operation and diathermy have given 
good results. In some cases, open operation affords 
the best approach to the lesion, facilitates the 
diagnosis, and provides better drainage. The open 
operation has been greatly simplified by improve- 
ments in the technique and the use of local anas- 
thesia. Louis Neuwe tt, M.D. 


Nelken, A.: The Treatment of Stricture of the 
Urethra. N. Orleans M. & S.J., 1925, \xxvii, 439. 


The author differentiates between operative and 
non-operative types of stricture of the urethra. 
Present-day teaching limits operative cases very 
carefully. 
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Strictures of the pendulous urethra should always 
be dilated as internal urethrotomy often leaves a 
deformity. In such strictures the infiltration is not 
so marked as in the perineum; therefore instruments 
are more easily passed. A soft stricture dilates 
easily. 

External urethrotomy is indicated if instrumenta- 
tion is followed by excessive bleeding or septic chills. 
Strictures which resist instrumentation or contract 
immediately afterward should be operated upon. 
Operation is indicated also in the cases of negligent 
patients and those who fear pain and in cases of 
impassable or completely closed strictures. 

Local anesthesia is the anaesthesia of choice. So 
far, the author has never found it necessary to use 
retrograde catheterization. He passes a No. 24 
catheter through the perineal wound into the 
bladder and sutures it into place. After the passage 
of a large sound through the anterior part, a smaller 
catheter is passed and the ends are tied. The usual 
postoperative treatment is given. 

CraupE D. Picxrett, M.D. 


GENITAL ORGANS 


Thomas, G. J.: The Pre-operative Treatment of 
Hypertrophy of the Prostate. Minnesota Med., 
1925, Vili, 171. 

When the pre-operative as well as the postopera- 
tive treatment of cases of prostatic hypertrophy is 
in the care of the urologist the average mortality of 
prostatectomy is about 3 per cent, while in hospitals 
in which general surgeons and general practitioners 
operate upon these cases it may be as high as 20 per 
cent. This difference is due largely to the difference 
in the pre-operative care. The urologist’s present 
problem is that of obtaining the cases earlier, before 
residual urine has accumulated and the kidneys 
have been injured. 

The physical examination is best done by the 
internist, who will find pathological changes wher- 
ever they may happen to be and not necessarily in 
the urological system. The urological examination 
should include an X-ray study of the entire urinary 
tract as in from 4 to 5 per cent of cases of prostatic 
conditions there are renal stones, and in 12 per cent 
there are bladder stones. Cystoscopic examination 
should not be done when the patient has a large 
amount of residual urine or when there is danger of 
introducing infection or precipitating an attack of 
uremia; however, at some time in the pre-operative 
treatment such an examination can be done safely, 
and in this way it is possible to rule out such contra- 
indications to operation as papilloma, carcinoma, 
diverticulum of the bladder, or tabetic bladder. 
The diagnosis of hypertrophy of the median lobe 
into the bladder and urethra can be made only with 
the cystoscope. 

The most important consideration in the pre- 
operative treatment is the kidney function. The 
majority of patients with prostatic hypertrophy 
have suffered an injury of the kidneys due to back- 


pressure from the prostatic obstruction. Such a 
patient looks sick; his color is poor, his tongue is 
thick and dry, his appetite is poor, he has lost 
weight, and his breath may have a urinous odor. 
If there is interference with the drainage of the 
bladder, estimations of the blood urea and creatinin 
are considered of more value than the phthalein 
output. The heart should be watched carefully and 
digitalis used if necessary. Patients with a per- 
manently high or low blood pressure for their age 
should not be operated upon. Relief from residual 
urine is followed by improvement in renal function. 
This may be obtained by gradual drainage of the 
bladder or decompression, by fractional catheteriza- 
tion repeated three or four times a day, by the use of 
a permanent urethral catheter, or by suprapubic 
drainage, either fractional or total. 

Frequent catheterization is troublesome and does 
not control the pressure of residual urine if compli- 
cations arise. The method of choice for bladder 
drainage and kidney decompression is the use of a 
permanent catheter. If a cut-off clamp is placed on 
the catheter, small amounts of urine may be with- 
drawn at regular intervals. If it is desired to reduce 
the pressure of the residual urine constantly, Van 
Zwallenburg’s method is employed. In this method 
the catheter is connected to a long piece of tubing, 
the outer end of which is carried high enough above 
the patient so that, on deep inspiration, the urine 
will escape from the end of the tube in drops and 
during coughing it will run in a stream for a few 
seconds. If no signs of uremia are observed, the 
height of the outlet of this tube is lowered by about 
2 in. per day, and on the second day after the bladder 
is completely empty the patient is gotten out of 
bed. From the day before, and throughout the 
process of decompression, the patient is given from 
2 to 10 liters of water to drink every twenty-four 
hours. If he has sufficient renal tissue to warrant 
operation, his general physical condition will 
gradually improve, but if his renal tissue is in- 
sufficient, his convalescence from decompression 
will be stormy and slow. 

Suprapubic drainage must be resorted to when 
the inlying catheter cannot be tolerated, when there 
is a bladder stone, and when it is impossible properly 
to prepare the patient for operation within the 
average length of time. Even in such cases gradual 
decompression may be accomplished. Suprapubic 
drainage is attended by a higher mortality than 
catheterization as the incision opens up avenues of 
absorption and exposes the suprapubic space to in- 
fection. 

Epididymitis may be prevented by bilateral liga- 
tion of the vas. Infection in the urinary tract may 
be a troublesome complication during pre-operative 
treatment; as patients with uninfected residual 
urine are not immunized against the ordinary blad- 
der and kidney organisms, the introduction of the 
catheter introduces infection, and the tissue trauma 
from its introduction or passage prepares good 
areas for absorption. This can be combated by the 
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use of urinary antiseptics and the ingestion of 
large amounts of water every twenty-four hours. 
Pleasant hospital surroundings and a competent 
male nurse add greatly to the comfort of the patient 
and the results of treatment. 

The author summarizes the chief points in his 
article as follows: 

1. All patients with hypertrophy of the prostate 
should be given pre-operative preparation. This 
should include a complete general physical survey; 
a urological study with the X-ray and cystoscope; 
reduction of the residual urine and back-pressure 
on the kidneys by decompression; and attention to 
complications such as heart conditions, blood-pres- 
sure changes, infection, epididymitis, etc. 

2. Careful pre-operative treatment of patients 
with prostatic hypertrophy reduces both the opera- 
tive and the total mortality. 

3. If cases of prostatic conditions were seen 
earlier, the operative and total mortality would be 
lower. C. D. Hotmes, M.D. 


Hatch, F. F.: The Surgical Treatment of the 
Obstructing Prostate. California & West. Med., 
1925, XXxiii, 316. 

In cases without prostatic enlargement but with 
true obstruction about the internal vesical orifice 
revealed by the cystoscope, Hatch uses the punch 
operation as this is a relatively simple procedure, it 
gives perfect results in properly selected cases, and 
it is less dangerous and painful than a major opera- 
tion. The punch operation should be used in the 
majority of cases of so-called small fibrous prostate 
as in such cases most of the pathological changes are 
localized about the vesical neck and the trauma of 
enucleation would be out of proportion to the bene- 
fit derived. In such cases also the floor of the 
bladder is smooth or concave downward rather 
than elevated with a resilient glandular tumor. If 
a cystoscopic examination has not been made pre- 
viously, the surgeon should circumvent possible 
disaster by removing a generous notch of the con- 
tracted fibrous vesical orifice posteriorly, assuring 
himself of patency below by the passage of a sound. 

Prostatic obstruction includes carcinoma of the 
prostate, and though in many early cases the tumor 
subsides sufficiently under treatment with radium, 
a partial prostatectomy is indicated if the obstruc- 
tion persists and the patient’s condition will allow 
the operation. If the irradiation is then continued 
vigorously, exceedingly satisfactory results will 
often be obtained. In all cases of carcinoma of the 
prostate the treatment is coming to be more radical, 
early partial perineal prostatectomy being done and 
radiation being given sufficient to cause considerable 
slough if the general condition will permit it. 

In hyperplastic obstructions Hatch removes the 
nodular hyperplastic tissue by the method which is 
least likely to jeopardize life and which will give the 
best functional results with the fewest complica- 
tions. In an early case with clear urine, good renal 
function, and a normal blood-urea test, an imme- 


diate one-stage operation is appropriate. If there is 
evidence of prolonged obstruction with injury to 
the renal mechanism, Hatch drains with an inlying 
No. 16 F. soft rubber catheter having two or three 
eyes near the tip. If this is well tolerated, it is con- 
tinued until the renal and blood tests appear suf- 
ficiently near normal for operative interference or 
as near normal as possible. A one-stage suprapubic 
operation is then done. 

When there is severe bladder or renal sepsis or 
when bladder stones are present, a two-stage supra- 
pubic operation is often indicated. In the first 
stage, which is performed under novocain anesthe- 
sia, Hatch drains the wound high so that there will 
be sufficient room above the pubis for adequate 
downward enlargement of the drainage wound at 
the second operation without danger of opening 
into the peritoneal cavity. 

Transsacral anesthesia combined with field block 
of the abdominal wall is one of the most important 
adjuncts tending toward the elimination of shock 
and aiding in improvement of the technique of 
prostatic operations. 

If, after opening the bladder, Hatch finds the 
trigonal area and prostatic urethra not anesthetic 
to pressure of the finger, he injects novocain directly 
into the base of the bladder and prostate. 

Operative trauma, hemorrhage, dehydration, and 
sepsis must be avoided in operations involving the 
prostate, 

The author reviews twenty-eight cases of pros- 
tatic obstruction operated upon by the suprapubic 
method. Twenty-five were prepared for operation 
by urethral catheter drainage, and three by cystos- 
tomy. There was one death, a mortality of 3.5 per 
cent, 

The average age of the patients was 65 years. 
The shortest period of preliminary treatment was 
four days, and the longest fifty-eight days. The 
average was fifteen days. The shortest period of 
postoperative treatment before the patient left the 
hospital with his wound healed was sixteen days; 
the longest, one hundred and thirty-two days; and 
the average thirty-one days. 

In six cases local anesthesia was induced with 
novocain and ether was used during the enucleation. 
In fourteen cases local novocain anesthesia was 
supplemented by nitrous oxide anesthesia during 
the enucleation. In eight cases transsacral and 
local abdominal field block was used, and in four 
of these, nitrous oxide was employed during the 
enucleation at the request of the patient. 

Twenty-seven patients left the hospital in good 
condition. Three died more than a year after they 
left the hospital. The others report that they are 
in good health and have no noteworthy urinary 
symptoms. Incontinence has not been reported in 
any instance. 

The author treated two cases by the Young 
punch operation with complete and immediate 
cessation of the symptoms and recovery. 

Louis Gross, M.D. 
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Olivecrona, H.: So-Called Uraemia Following 
Prostatectomy (Ueber sogenannte Uraemie nach 
Prostatektomie). Acta chirurg. Scand., 1925, \viii, 
472. 

In reports in the literature it is frequently found 
that in cases of prostatectomy followed by death 
within forty-eight hours, the cause of death is given 
as uremia. This diagnosis is erroneous because a 
true uremia does not cause a fatal issue until after 
several days. The clinical course of acute uremia is 
illustrated by the kidney necrosis caused by bichlo- 
ride of mercury and by the operative removal of a 
single kidney. The diagnosis of uremia in cases of 
prostatectomy is usually founded upon the presence 
of oliguria or anuria, but the suppression of urinary 
secretion may be due to circulatory disturbances. 
The conditions brought about by wound shock and 
haemorrhage are very likely to cause anuria. 

The author reports two cases of anuria following 
prostatectomy. The clinical course in both was very 
similar. Immediately after the operation the condi- 
tion remained good for several hours, but on the 
following day there was a rapid pulse with a cyanotic 
pallor, coldness of the skin, vomiting, and oliguria. 
Finally there was complete suppression of urinary 
secretion. The first patient died at the end of 
thirty-six hours. In the second case blood trans- 
fusion apparently saved the patient’s life; 300 c.cm. 
of urine were secreted in four hours following the 
transfusion. The amount of bleeding was moderate 
in both cases. 

The probable cause of death in such cases is 
shock caused by tissue injury, loss of blood, and 
possibly infection. The treatment is transfusion of 
blood. 


Lyons, O.: Primary Carcinoma of the Left Seminal 
Vesicle. J. Urol., 1925, xiii, 477. 


After a brief review of the literature the author 
presents the clinical and postmortem findings on 
what he believes to be the tenth reported case of 
primary carcinoma of the seminal vesicles. 

Joun G, CHeetuAm, M.D. 


MISCELLANEOUS 


Negley, J. C.: Spinal Anesthesia in Urology. 
California & West. Med., 1925, xxiii, 452. 

Negley reviews experiences with spinal anesthesia 
at the Los Angeles General Hospital. 

The drug most commonly used at this institution 
during the last six years has been novocain in 1- 
or 2-gr. doses. With a 5- or 1o-c. cm. Luer syringe 
having a 24-gauge needle, a wheal is made over the 
third or fourth lumbar interspace directly in the 
center. Then, to infiltrate the fascia and muscles 
down to the dura, the small needle is replaced by a 
21- or 22-gauge needle 2 in. long. For the puncture, 
a Quincke needle of about 22 gauge is used. The 
dry crystals may be dissolved in spinal fluid or 
sterile distilled water. In order to obtain proper 
diffusion of the drug in the subdural space about 





10 c.cm. of the spinal fluid are withdrawn into the 
syringe three or four times. 

When this procedure is used skillfully, the in- 
cidence of failure to obtain complete anesthesia is 
only 4 per cent or less. When the resulting anzs- 
thesia is partial, a surprisingly small amount of 
ether or nitrous oxide will make it complete. The 
operation may be begun in five or six minutes, and 
in probably more than go per cent of the cases the 
drug is absorbed in ten minutes. After from ten to 
fifteen minutes the patient can be placed in the 
Trendelenburg position with safety. 

The most marked effects of spinal anesthesia are 
a rapid drop in the blood pressure and a change in 
the type of respiration. The pulse beat becomes 
feeble and slower, and at times almost impercep- 
tible. Nausea with vomiting is apt to occur. 

The method described is particularly useful for 
suprapubic prostatectomy on old men with chronic 
bronchitis and emphysema, damaged kidneys, and 
a heart that is susceptible to strain. 

Hemorrhage may occasionally follow prosta- 
tectomy when this type of anwsthesia is used unless 
a Pilcher bag is employed or the bladder is packed. 
The bleeding may set in as the blood pressure re- 
turns to normal. 

In the cases of some old men with greatly lowered 
resistance the rapid and marked fall in the blood 
pressure produces profound shock. Patients who 
are neurotic sometimes become restless and move 
about so much as to interfere with the operation. 
The headaches that sometimes follow the anzsthe- 
sia retard convalescence. 

The disadvantages of this type of anesthesia are 
that it cannot be graded to suit the different stages 
of the operation and when it is not complete the 
operation must be postponed or a general anesthetic 
must be given. Lours Gross, M.D. 


Braasch, W. F.: Data with Regard to Lesions of 
the Nerves of the Urinary Tract. J. Urol., 1925, 
xiii, 383. 

There are two distinct types of nerve lesions in- 
volving the urinary tract; first, those in which there 
is involvement of the central nervous system and, 
second, those in which the lesion apparently involves 
only the terminal nerve supply of the bladder. 
These have been termed respectively “cord bladder” 
and “‘atonic bladder.” 

The classical cystoscopic picture of cord bladder 
is marked relaxation of the internal sphincter and 
prostatic urethra, ridge-like trabeculations usually 
predominating in the dome, and diminution in 
sensation in the urethra and bladder. These, how- 
ever, are found in only a small percentage of cases. 
Often only one or two are present and they vary 
greatly in degree. Furthermore, trabeculation, re- 
laxation, and decreased sensation may be the result 
of a number of factors other than lesions in the 
central nervous system, particularly in the female, 
where evidence of relaxation of the sphincter may 
not have the same diagnostic importance as in the 
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male since it may be caused by cicatricial changes in 
the urethra, injury to the sphincter from childbirth, 
or relaxation of the muscular support of the perineum 
and vaginal walls. 

The cystoscopic findings suggesting a lesion in the 
central nervous system are most common in tabes 
dorsalis. There may be a marked difference in their 
degree, depending upon the level of the lesion in the 
spinal cord. A common cause of cord bladder is 
found also in arteriosclerosis affecting the cord 
centers. 

Spina bifida occulta is often the cause of a so- 
called cord bladder. However, as this congenital 
lesion may frequently be present without producing 
any disturbance of urinary control, care is necessary 
not to place too much reliance on the roentgen-ray 
findings alone. The cystoscopic picture in spina 
bifida occulta varies with the degree of the nerve 
lesion and secondary infection. In cases of mild 
lesions there is usually a definitely spastic condition 
of the prostatic urethra and no definite sphincter 
relaxation. In late lesions all the findings usually 
associated with cord bladder are usually present. 

In cases of atonic bladder there is no evidence of 
any lesion on examination of the central nervous 
system, and it is inferred that the condition is due 
to a lesion of the terminal nerve supply of the 
bladder. There are two types of atonic bladder, 
that in which there is motor disturbance alone and 
that in which there is both motor and sensory dis- 
turbance. On cystoscopic examination the findings 
are usually quite different from those of the ordi- 
nary cord bladder. The distinction between atonic 
bladder and a doubtful contracted bladder neck or 
slight prostatic obstruction may be difficult. 

A lesion apparently involving only the prostatic 
urethra which is occasionally observed in a young 
male adult may be called atonic urethra. On cysto- 
scopic examination there is usually a definite relaxa- 
tion associated with diminution in sensation in the 
prostatic urethra only. 

While enuresis is frequently recognized as largely 
a functional condition rather than the result of an 
organic lesion, it is surprising how often evidence of 
disease is found on cystoscopic examination. 

A lesion of the nerve control of the renal pelvis and 
ureter may also account for a number of conditions. 
This is true particularly in cases of hydronephrosis, 
and those in which no definite etiological factor can 
be found on gross examination. In some of these 
cases there is a spastic condition of the pelvic and 
ureteral musculature. It seems logical to assume 
that a hypertonic condition of the musculature of 
the walls of the pelvis and ureter may be the under- 
lying factor in the obstruction near the ureteropel- 
vic juncture frequently causing hydronephrosis. The 
ureterogram frequently reveals a similar spastic 
condition of the ureter and the ureteropelvic junc- 
ture resulting from the irritation caused by a stone 
in the renal pelvis. 

In conclusion, it is emphasized that the cysto- 
scopic findings in cases of lesions of the central 
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nervous system are of the greatest diagnostic value, 
and if there is any doubt with regard to the presence 
of such a lesion or of involvement of the urinary tract 
by a proved lesion, cystoscopic examination should 
be made. In the course of routine cystoscopic 
examinations considerable variation will be noted 
in the findings in the different types of nerve le- 
sions, many of which may be recognized as pathog- 
nomonic. 


Bumpus, H. C., Jr.: The Treatment of Infections 
of the Urinary Tract. J.-Lancet, 1925, xlv, 99. 


The presence of the colon bacillus in the urine in a 
large percentage of cases of urinary tract infections 
leads to the conclusion that this bacillus is the 
causative organism. Experimental work demon- 
strated that organisms obtained from the teeth or 
tonsils of patients suffering with urinary infections 
and injected into the blood stream of laboratory 
animals showed an unmistakable elective selection 
for the urinary tract. It therefore seemed reasonable 
to assume that these organisms entered the blood 
stream in the neighborhood of devitalized teeth or 
septic tonsils and, having found lodgment in the 
renal parenchyma, produced inflammatory processes 
which, when well established, led to secondary in- 
fection by the colon organism. 

As the disease progresses, it extends down the 
ureter. The ureteral walls undergo pathological 
changes similar to those in the pelvis and calyces. 
As the ureter is surrounded by only loose connective 
tissue, it becomes tortuous and dilated, the dilata- 
tion probably resulting from the accumulation of 
urine due to interference with normal peristalsis. 
When the wall of the bladder is reached, the 
dilatation is not proportional, because of the muscu- 
lature, and a lumen of normal size for conveying 
urine with an active peristalsis acts as a stricture. 
Thus is developed a vicious cycle which interferes 
with satisfactory urinary drainage and increases 
the dilatation of the ureter. 

It becomes apparent that to correct such patho- 
logical changes the initial procedure must be the 
eradication of the original focus. It is in the begin- 
ning of treatment that the grossest errors usually 
occur because of certain commonly misunderstood 
aspects of focal infection. There is no diversity of 
opinion concerning the advisability of removing a 
tooth that shows a definite apical abscess with con- 
siderable destruction of bone, but it seems to be 
overlooked that before such destruction occurs 
myriads of bacteria must have existed around the 
root of the tooth, and that not until the process is 
far advanced will destruction be sufficient to be 
demonstrated by the roentgen ray. 

The presence or absence of bacteria is best deter- 
mined by means of the microscope and culture media. 
The roentgen ray shows merely the results of their 
presence, and usually only after they have been long 
active. It has been demonstrated experimentally 
that bacteria are present around roentgeno- 
graphically negative teeth, and that such bacteria 
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have an elective localizing power quite equal to that 
of bacteria from frank apical abscesses. 

From the standpoint of focal infection the small 
tonsil is probably more dangerous than the large 
tonsil because it is usually buried deep in the 
tissues so that infection is difficult or impossible to 
demonstrate and absorption from its crypts is fa- 
vored. The large tonsil, being pendent, tends to drain 
into the throat, and the noxious exudates and bac- 
teria are rendered harmless when they are swallowed. 

Partial removal of foci will not bring even partial 
relief of the symptoms; their complete removal is 
necessary. A reaction following the removal of a 
chronic focus indicates that the offending focus 
has been found. ; 

After the elimination of the foci, the treatment in 
chronic cases depends upon the pathological condi- 
tion. The dilated and tortuous ureter with its 
narrow opening into the bladder and poor peristalsis 
favors the retention of inflammatory exudate and 
infected urine. The renal pelvis should therefore 
be lavaged with 1 or 2 per cent silver nitrate at 


intervals of three or four days, but if the condition 
is very acute and the urine unusually purulent the 
patient should be put to bed and continuous lavage 
should be given by means of two ureteral catheters 
inserted into the renal pelvis, one attached to a reser- 
voir containing the lavage solution which is placed 
several feet above the patient to insure sufficient 
pressure to produce a satisfactory flow. The solu- 
tion should be allowed to run into the renal pelvis 
at a rate that will not cause pelvic distention, 
and should escape through the second catheter into 
a receptacle in the bed. 

During the interval between lavages of the renal 
pelvis, the bladder should be lavaged, preferably 
with a warm boric acid solution. This should be 
followed by the instillation of an ounce or'two of a 
sedative solution, such as silver iodide emulsion, to 
be retained until voiding occurs. 

To promote free drainage the ingestion of large 
amounts of water is, of course, imperative. The 
urinary output should range from 2,500 to 3,coo 
c.cm., daily. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Jostes, F. A.: The Diagnosis and Treatment of 
Benign Cystic and Fibrocystic Diseases of 
Bones; A Report of Five Cases. J. Bone & Joint 
Surg., 1925, vii, 251. 

The author gives five case histories of benign 
cystic and fibrocystic disease of bones, illustrated by 
roentgenograms and photomicrographs. 

CasE 1. The patient was a girl 10 years of age 
who complained of pain in the upper part of the 
right arm. The roentgenogram showed an expand- 
ing process in the upper third of the humerus. 
Treatment was refused. A year later the patient 
was admitted to the hospital for the treatment of a 
fracture which had occurred through the expanding 
area. At operation a cystic cavity filled with hemor- 
rhagic material was found. The cavity was curetted 
and a graft from the fibula was mortised across it. 
Examination a year after the operation showed 
obliteration of the cyst. The lining of the cyst cavity 
consisted of a thin layer of fibrous tissue showing 
evidence of new bone formation. 

CAsE 2. This case was that of a girl 14 years of 
age. About six years ago the patient had a fall 
which caused pain in the left hip. Three years after 
this injury the left hip was fractured 3 in. below the 
greater trochanter. The fracture was treated in the 
usual way. In the roentgenogram made at that time 
generalized mottling of the upper third of the femur 
was noted. During the subsequent three years the 
cystic condition increased. At operation, the cystic 
cavity was found smooth and filled with a thick, 
clear, yellow fluid. The cavity was curetted and 
swabbed with phenol and alcohol. Six months later 
another cyst, distal to the first, was curetted. About 
one year later both cysts showed marked healing. 
At this time a third cyst was found in the second 
right metatarsal. Microscopic examination of these 
specimens showed an increase in the fibrous tissue 
of the bone and a connective-tissue lining of the cyst. 

CasE 3. The patient was a colored boy aged 16 
years. A fracture which occurred seven years previ- 
ously had been followed by increasing deformity. 
The shaft of the femur showed numerous elliptical 
dark areas. At operation, the thin cortex was found 
to contain a large mass of dense fibrous tissue. The 
cyst was curetted and a tibial graft was inserted. 
Microscopic examination showed newly formed 
bone trabecule separated by fibrogranulomatous 
tissue. The fibrous tissue was made up of long and 
short spindle-shaped cells showing areas of round- 
cell infiltration. 

CasE 4. The patient was a girl 11 years old who 
gave a history of pain in the left leg three years pre- 
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viously. When she was admitted to the hospital the 
left leg showed 8 cm. of shortening. Roentgen- 
ograms revealed a large cyst of the proximal end of the 
femur. One month later the patient returned to the 
hospital with a pathological fracture through the 
cystic area of the femur. Operation revealed a cystic 
cavity filled with gelatinous material and a cyst 
lining of fibrous material. The cavity was curetted 
and swabbed with iodine. Eight months after the 
operation almost complete obliteration of the cyst 
had occurred. é 

Case 5. The patient was a girl of 14 years who 
gave a history of injury one year previously. At oper- 
ation, multilocular cystic cavities were found in the 
left ilium. No cavity lining could be distinguished. 
Sections showed the bone to have little cellular 
definition. There was no connective-tissue lining of 
the cyst cavity. Subsequent examination revealed 
little change in the cystic condition, but the symp- 
toms were less marked. 

The author classifies Cases 1, 2, and 4 in Blood- 
good’s Group 2—cysts with a definite connective- 
tissue lining. In Case 5 there was no connective- 
tissue lining in the multilocular cysts. Case 3, a 
case of bone shells filled with a solid mass due to 
osteitis fibrosa, belonged to Bloodgood’s Group 4. 

Fremont A. CHANDLER, M.D. 


Brooks, B.: Bone Tumors. South. M.J., 1925, xviii, 
274. 

From a study of eighty-three cases of bone tumors, 
sixty-one of which were of the clearly benign type 
and twenty-two of which were diagnosed as true 
bone sarcoma, the author draws the following con- 
clusions: 

1. For practical purposes all sarcomata of bone 
may be divided into two groups, those with and 
those without distant metastases. 

2. There is at the present time no hope of cure 
in the first group, but all cases of the second group 
will be cured by any measure which results in the 
local removal of the tumor tissue. 

3. The clinical differentiation of these two groups 
is difficult and often impossible. 

4. Bone tumors may be as effectively cured by 
complete local excision as by radical amputation. 

5. Exploratory incision for diagnosis or local 
operative removal does not influence the ultimate 
prognosis of the disease. 

6. Every means available, including exploratory 
incision and removal of tissue for microscopic 
diagnosis, should be instituted to determine if the 
bone tumor is of the metastasizing or non-metastas- 
izing variety. 

7. In a given case of sarcoma of bone a choice 
must be made between local excision and amputa- 
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tion, depending upon which will give the best imme- 
diate functional result. 
F. WALTER CARRUTHERS, M.D. 


Dresser, R.: Metastatic Manifestations of Hyper- 
nephroma in Bone. Am. J. Roentgenol., 1925, xiii, 
342. 

Comparatively few cases of bone metastases of 
hypernephroma have been reported. The flat bones 
are most commonly involved; very few such metas- 
tases occur distal to the humerus and femur. The 
author reports ten cases. In one case each the 
sternum, clavicle, spine, and tibia were involved 
and in three cases each the femur and humerus. 

The author draws the following conclusions: 

1. Hypernephroma metastases to bone are rare. 

2. There is often no sign of renal involvement, 
the metastasis being the first sign which brings the 
patient to the physician. 

3. The metastases are usually multiple, but may 
be single. 

4. Clinically these tumors are frequently char- 
acterized by an expansile pulsation and may be 
mistaken for aneurism. 

5. Roentgenologically the process is practically 
always purely destructive. 

6. In the majority of cases the location of me- 
tastases conforms to the anatomical distribution of 
the red marrow. 

7. Palliative results may be expected from high- 
voltage roentgen irradiation in massive doses. 

Apotpu Hartune, M.D. 


Keiller, V. H.: Cartilaginous Tumors of Bone. 
Surg., Gynec. & Obst., 1925, xl, 510. 

This article deals chiefly with the pathological 
findings in cartilaginous tumors of bone. Given a 
rarefying central or periosteal lesion in bone, one of 
the possibilities is a cartilaginous tumor. In certain 
situations one may be reasonably sure before expo- 
sure of the tumor that one is dealing with a chon- 
droma, but in many instances the cartilaginous na- 
ture of the growth will be first revealed by the explor- 
ing knife. It then at once becomes incumbent upon 
the surgeon to do all that is necessary and no more. 

The author discusses the significance of the rate 
of growth of the neoplasm, its encapsulation, its 
vascularity, its texture, and its histological structure. 

The eight cases selected for presentation range 
from the benign to the gravely malignant. 

The article is supplemented by sixteen illustra- 
tions, twelve of which are photomicrographs. 

S. C. WoLDENBERG, M.D. 


Hey Groves, E. W.: The Treatment of Infantile 
Paralysis: with a Plea for the Reorganization 
of our Hospital System. Brit. M.J., 1925, i, 492. 


The author recommends complete physiological 
rest during the first stage of infantile paralysis and 
largely during the second stage, with attention to 
the prevention of secondary contractures and de- 
formity from weight bearing. 


He points out that with an increase in the length 
of time the patient is kept from using the paralyzed 
muscles the chances for the complete recovery of 
function are increased. 

Emphasis is placed upon the influence of gravity 
in the production of permanent paralysis. 

In the final stages of the condition, when perma- 
nent paralysis is evident, operative measures are 
indicated only after complete correction of the de- 
formities by gradual means. 

Dennis W. CriLe, M.D. 


Goldsmith, R.: Kienboech’s Disease of the Semi- 
lunar Bone. Ann. Surg., 1925, lxxxi, 857. 


Kienboech’s disease is a lesion characterized by 
fracture of the semilunar bone which is usually com- 
minuted and associated with partial absorption of 
the fragments. It may occur as the result of severe 
trauma, often repeated slight traumata, or ana- 
tomical malformation. It is produced by a momen- 
tary spontaneously reduced luxation with the avulsion 
of dorsal ligaments and the tearing of blood vessels. 

There are four stages of the condition, one merging 
into the other. The first stage is joint irritation. In 
the second stage there is a decrease in the discomfort 
lasting for several months. In the third stage the 
actual disease stage supervenes with more severe 
symptoms. The fourth stage, a stage of moderate dis- 
ability, develops several months after the third stage. 

The usual symptoms are pain in the region of the 
semilunar bone which occurs in some instances while 
the wrist is at rest and in others when it is in 
motion; moderate swelling, especially on the dorsal 
and volar surfaces; sharply localized tenderness 
over the bone; and occasionally a bony prominence 
below the articular extremity of the radius. The 
head of the first metacarpal is on the same level as 
the heads of the second and fourth metacarpals. 
Moderate limitation of flexion and extension results. 
The diagnosis is best made by means of the X-ray. 

In early cases conservative treatment, such as 
immobilization, is indicated. In established and 
advanced cases the treatment depends upon the 
degree of disability. When the condition causes 
considerable discomfort and weakness operation is 
indicated. The operation of choice is extirpation of 
the entire bone. However, since complete restitu- 
tion of function rarely follows operation, surgical 
measures are not advisable when there is only mild 
derangement of function. Rupotpu S. Retcn, M.D. 


Kidner, F. C.: Coxa Vara in Adolescence. J. Bone 
& Joint Surg., 1925, vii, 241. 

Coxa vara may be caused by congenital deformity 
with or without dislocation of the hip; also by 
fracture, rickets, osteomalacia, osteoporosis, osteo- 
myelitis, and tuberculosis. The coxa vara of ado- 
lescence, a distinct entity, has claimed consid- 
erable attention because of the uncertainty as to 
its etiology and mechanism. This condition is 
characterized by downward and forward displace- 
ment of the femoral head upon the neck. 
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The coxa vara of adolescence occurs at the age of 
puberty in healthy but usually overfed children, 
and is more common in females than in males. A 
history of trauma is unusual. The first signs are a 
slight limp and soreness of the hip and knee. These 
may not be alarming and may pass unnoticed until 
a thorough examination is made, when evidences of 
endocrine disturbance are noted in the abnormal 
fat, delayed genital development, mental sluggish- 
ness, and general loss of muscle tone. With limita- 
tion of abduction and internal rotation in the hip 
there is from %4 to 1% in. of shortening of the leg. 
There is no spasm, pain, tenderness, or other evi- 
dence of inflammatory disease. 

The condition must be differentiated from tuber- 
culosis, Perthes’ disease, fracture of the femoral 
neck, and traumatic separation of the epiphysis. 

The X-ray picture is dependent upon the duration 
of the condition. In the early stages there is a slight 
blurring of the epiphyseal line with slight upward 
displacement of the femoral neck through the epi- 
physeal line. No change is noted in the neck of the 
femur. In the moderately advanced stage there is 
disappearance of the epiphyseal line with an in- 
crease in the displacement of the head and neck and 
some evidence of lime-salt absorption. In the late 
stage after the pain has ceased, new lime-salt deposits 
are formed with re-appearance of the epiphyseal line 
and there is evidence of callus between the head and 
neck. The complete process shows union of the head 
and neck, new bone formation from the lower edge 
of the epiphysis along the lower margin of the 
femoral neck, and a second bony arch at the upper 
juncture of the epiphysis and neck. 

The early treatment should consist of forcible 
abduction and internal rotation of the femur as 
advised by Whitman to pull the lower edge of the 
neck out of the impaction into the head. The abduc- 
tion should then be held until the roentgenogram 
shows bony union. 

The mechanical changes occur through the epi- 
physeal line and may be attributed to disturbance 
of the function of the epiphysis. This disturbance is 
probably of endocrine origin. Pituitary and thyroid 
medication undoubtedly stimulate repair. 

The author reports five cases of the coxa vara of 
adolescence. Fremont A. CHANDLER, M.D. 


Henderson, M. S.: Pseudarthrosis of the Tibia in 
Children. J. Bone & Joint Surg., 1925, vii, 340. 


Nineteen cases of pseudarthrosis of the tibia in 
children, seen at the Mayo Clinic, are grouped into 
three classes: (1) cases in which the fracture was 
discovered at birth or within a few days after birth, 
(2) cases in which fracture was sustained in infancy 
or early childhood (from 3 months to 5 years), and 
(3) cases in which the fracture was sustained 
between the sixth and fourteenth years of age. 

Attention is directed to the unsatisfactory results 
usually obtained and the lack of knowledge regard- 
ing the etiology. The four operations to be con- 
sidered for the correction of pseudarthrosis are the 


use of: (1) a cutaneous osteoperiosteal pedun- 
culated graft from the healthy tibia applied to the 
fracture after the method of Codivilla and Reichel, 
(2) the Albee inlay graft, (3) the osteoperiosteal 
graft (Delageniére) and plastic osteoperiosteal meth- 
ods, and (4) massive grafts. 

In the first group, in which the fractures were 
discovered at birth or within a few days thereof, 
there were five congenital or birth fractures. These 
are all ununited. In the second group of fractures 
sustained in infancy or early childhood (those of 
children from 3 to 5 months old), seven were oper- 
ated upon without a single satisfactory result. Two of 
the patients, however, have not been traced. In 
the third group there were six cases of pseudar- 
throsis in children from 6 to 14 years old. Operation 
performed on five after puberty was followed by 
union. In one case operated on before the age of 
puberty union was not obtained. A second opera- 
tion, performed after puberty, also failed, possibly 
because of infection. Syphilis was apparently not an 
etiological factor. 

Prolonged fixation following bone grafting is 
recommended. The author believes that amputa- 
tion is not justifiable and that operation should be 
delayed until puberty at which time fractures are 
more amenable to surgical treatment. 

Congenital or acquired pseudarthrosis in infancy 
or early childhood is rare, and seems to be extremely 
intractable. Large, massive bone grafts should give 
satisfactory results, although in a recent report by 
Dejarie and Perrin the osteoperiosteal grafts were 
reported as giving satisfactory results in three of 
five cases. 

Nineteen cases are reported. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Blake, J. A.: The Treatment of Acute Pyogenic 
Joint Infections. Am. J. Surg., 1925, xxxix, 81. 
Blake states that when suppuration of a joint is 
produced by the extension of a focus in a bone or 
from an infected fracture involving the joint it is 
obvious that the primary lesion in the bone must be 
well laid open and drained and the joint should be 
kept at rest. When there is a serious lesion of an 
adjacent bone and the joint is continuously infected 
from it the outlook is nearly always unfavorable for 
the joint and frequently also for the patient’s life. 
In the case of the knee joint the situation is 
formidable; amputation should not be deferred to 
the point of danger to life. When amputation is 
necessary because of suppuration of the knee joint, 
it should be done in two stages, the first consisting 
in an amputation through the joint (merely cutting 
through the soft tissues) and the second in a formal 
amputation in the lower one-third of the thigh 
after the infection has subsided. In this way the 
danger of osteomyelitis of the stump is avoided. 
Blake divides the treatment into two types, that 
of suppurative arthritis caused by direct infection, 
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and that of joints involved indirectly by the exten- 
sion of an osteomyelitis or epiphyseal abscess. If 
mobility of the joint is desirable, early active 
movement should be instituted and the dressings 
should be changed frequently in order to prevent 
gumming and the retention of blood and secretions. 
If mobility is not desired, the joint should be kept 
at rest in the position of election for ankylosis. 

In joints infected through the blood stream, as- 
piration should be done as soon as the fluid can be 
easily removed, in order to prevent over-distention, 
and should be continued until resolution occurs. 

Necrosis is revealed by an increase in the purulent 
character of the exudate, by an increase in the oede- 
ma about the joint, and by the X-ray findings. 
Whether or not active movement of the joint should 
be allowed during the period of aspiration or drain- 
age depends upon the judgment of the surgeon as 
to the damage such movement may cause. 

Blake prefers to suspend the limb and employ 
enough traction to prevent pressure on the articular 
cartilages. In the case of the upper extremities, 
the weight of the limb is all that is necessary, and 
in the case of the lower extremities a weight of a 
few pounds is sufficient. This suspension can be 
arranged so that active motion is possible and access 
to the parts can be obtained. 

Staphylococcic arthritis is most apt to come to 
open drainage. Mixed infections are always more 
serious than infections due to a single organism. 
This is one reason why some of the milder specific 
infections such as that due to the gonococcus 
should not be drained. S. C. WoLpENBERG, M.D. 


Freiberg, A. H.: A Method of Passing Bone Sutures 
at a Depth, with Observations on Extensor Con- 
tracture of the Fifth Metatarsal Bone. J. Bone 
& Joint Surg., 1925, vii, 400. 

In the method of passing bone sutures which is 
described in this article a wire is threaded through 
the eye of the drill, and as the drill is pulled back out 
of the drill hole in the bone, one end of the wire is 
drawn out with it. At the other end of the wire is a 
large loop through which the suture (usually 
kangaroo tendon) is inserted. The wire is pulled 
through the hole to bring the suture with it. A 
bright iron wire should be used so that it can be 
easily seen at a depth in the wound. Number 34 has 
been found the most suitable size. It is cut in 
6-inch lengths and the loop is made at one end by 
bending it and twisting the two ends around each 
other, with care to make the twist compact in order 
that there may be no difficulty in pulling it through 
the drill hole in the bone. 

This method is especially valuable in arthrodesis 
of the shoulder where it is desirable to pass a suture 
from the depth of the glenoid fossa, through the neck 
of the scapula, to the anterior aspect of the scapula 
below the base of the coracoid. When this suture is 
tied with another which is passed through the head 
of the humerus, the humerus is held firmly against 
the head of the bone. 


When a new tendon insertion is to be made in a 
bone a deep pit is formed in the cortex to receive 
the tendon. A drill hole is then made obliquely 
from the side so that the end of the drill appears at 


.the bottom of the pit. The wire is put through the 


eye of the drill and the suture, previously fastened 
to the tendon, is pulled through with the wire. This 
is then repeated on the other side of the pit and the 
free ends of the suture are tied over the tendon on 
the surface of the bone. 

In the transplantation of extensor tendons into 
heads of metatarsals in cases of dorsal contractures 
it is best not to attempt to drill the bone from the 
side. A vertical hole should be drilled through the 
bone, the sutures passed through from above clear 
down through a puncture wound in the sole of the 
foot and then back up through the same puncture 
wound, one end up along the mesial side of the 
metatarsal and one on the lateral side. The ends 
should then be tied on top of the bone. 

Witiiam A. Crark, M.D. 


FRACTURES AND DISLOCATIONS 


Albee, F. H., and Anopol, G.: Certain Inconsist- 
encies in the Treatment of Fractures. /nternai. 
J. Med. & Surg., 1925, xxxviii, 104. 


Largely because of the new methods for the treat- 
ment of fractures which were developed during the 
war there has arisen much confusion and inconsist- 
ency in this field. Intelligent fracture treatment re- 
quires a careful technique and a practical knowledge 
of the fundamental principles of anatomy, physi- 
ology, biology, and bacteriology. The circular 
plaster bandage is unjustly criticized because it is 
so often unwisely applied. Foreign materials such 
as Lane plates, boiled bone, and _ heterogeneous 
bone grafts have distinct disadvantages and are 
used far too frequently. Bone grafting should never 
be attempted if there is any infection or if infection 
has recently been present. Bone grafts must be 
autogenous in type and absolutely immobilized. 
Ice-tongs and Steinmann nails should be used with 
great caution as they too frequently produce an 
osteomyelitis or joint impairment. In the cases of 
aged persons with fracture of the neck of the femur 
the plaster spica in the Whitman position may con- 
serve life because it produces absolute immobiliza- 
tion and freedom from pain, and at the same time the 
patient can be frequently moved and hypostatic 
pneumonia thus prevented. When ankylosis of the 
neighboring joint is feared, the position of choice of 
the ankylosed limb should be borne in mind. The 
ignorance of proper plaster-of-Paris technique ac- 
counts for it not being more generally used. 

CuesTer C. Guy, M.D 


Soresi, A. L.: The No-Foreign Body, Tight-Fitting 
Window-Cast Technique in Open Reduction 


of Fractures. J. Bone & Joint Surg., 1925, vii, 289. 


In the open reduction of fractures which cannot 
be reduced by the closed method Soresi prevents 
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sliding over of the fragments by wedging them into 
each other. In some cases it is necessary to make 
notches in one or both fragments to make such 
wedging possible. Lateral motion during the appli- 
cation of a cast is prevented by the use of a modified 
Lambotte bone clamp, an instrument with two jaws 
that almost encircle the bone at the fracture. 
These jaws are tightly screwed together on the 
bone; only the handle extends out through the open 
wound. 

At the beginning of the operation the loose frag- 
ments and excess callus are removed, the edges of 
the fragments are freshened, and the medullary 
cavity is freed from obstruction. Only the largest 
blood vessels are ligated. The fracture is then re- 
duced, the edges are wedged, and the clamp is 
applied. A sufficient number of sutures including 
the skin and fascia are put in but are not tied. The 
site of the operation is then covered with sterile 
gauze, the limb encased in one layer of jersey, and a 
cast which fits snugly around all bony prominences 
is applied. 

To make a window, the site of the operation is 
first covered with a cardboard box. This box is 
fitted to the limb and is surrounded by the cast. 
After the cast sets, the clamp is removed through the 
window and the sutures are tied. Dressings are 
then applied to the wound, and the cardboard box 
window, lined with paraftfined gauze, is filled with 
plaster which acts as a plug to strengthen the cast 
and can be removed for inspection of the wound. 

Soresi believes that bones will withstand a great 
deal of infection if no foreign material is present. 

After the reduction the cast should be removed as 
soon as consolidation is obtained. The importance 
of early massage and early active and passive 
movement is emphasized. 

The article contains reproductions of a number 
of typical roentgenograms which show very good 
results. FRANK G. Murpny, M.D. 


Dehelly and Guillot: Osteosynthesis (A propos de 
Yostéosynthése). Bull. et mém. Soc. nat. de chir., 
1925, li, 30. 

Robineau: Osteosynthesis (Sur |’ostéosynthése). 
Bull. et mém. Soc. nat. de chir., 1925, li, 39, 43- 


Since 1920 DEHELLY and GuILLot have performed 
110 operative reductions of fractures. In 102 cases 
metallic sutures were used. 

They state that in judging the results of osteo- 
synthesis it is necessary to take into consideration 
other factors besides the osseous suture, viz., the 
patient’s general condition, the length of time since 
the accident, and the amount of damage to the 
muscles and nerves. 

Even in an insignificant fracture without displace- 
ment the result may be very poor because of neuritis 
and stiffness resulting from contusions. 

The functional results may not always correspond 
to the anatomical results; there may be good func- 
tion with shortening and marked lateral displace- 
ment. 
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It is impossible to lay down precise indications for 
osteosynthesis. Each case must be treated accord- 
ing to its particular requirements. In complicated 
fractures the anatomical reduction must be perfect; 
no dead space should be left between the bone 
extremities. 

Dehelly and Guillot are satisfied that in the 
majority of cases osteosynthesis gives a better result 
than can be obtained by any other method. 

ROBINEAU states that besides the two chief ob- 
stacles to osteosynthesis—operative infection and 
incomplete fixation of the fragments—there are 
others of less importance such as the delay in con- 
solidation and the long duration of immobilization 
which results in stiffness and functional disturbance. 
The time of immobilization of fractures must be re- 
duced if joint function is to be preserved. 

Osteosynthesis should never be performed in the 
presence of sepsis. It is contra-indicated also in 
fractures which appear able to consolidate under 
ordinary treatment without serious functional dis- 
turbance, even if the orthopedic reduction is not 
absolutely correct. 

Robineau discusses especially the results obtained 
with the aluminum bronze collars suggested by 
Contremoulin in 1922. These can be applied to any 
type of diaphyseal fracture and are easily molded 
to the shape of the bone. They can be used whether 
there are only two fragments or a large number and 
whether the fracture is oblique or transverse. Some 
patients have tolerated a collar for as long as 
three years. The collar is a tube which holds the 
bone safely and solidly and allows early mobilization 
of the joint which results in a suppleness and muscle 
power that cannot be obtained by ordinary osteo- 
synthesis. W. A. BRENNAN. 


Worcester, J. N.: Fractures of the Upper End of 
the Humerus. J. York State J. M., 1925, xxv, 691. 


Fractures of the upper end of the humerus are 
divided into five groups: (1) fractures of the 
anatomical neck, (2) epiphyseal separations, (3) 
fractures of the surgical neck, (4) fractures of the 
external tuberosity, and (5) fractures associated 
with dislocation. 

A preliminary careful X-ray study with stereo- 
scopic plates is essential. 

In fractures of the anatomical neck and epi- 
physeal separations, in which approximation of the 
fractured surfaces of the fragments cannot be ob- 
tained by manipulation, operative treatment is in- 
dicated. 

In fractures of the surgical neck, the upper frag- 
ment is almost invariably rotated externally and 
abducted. The lower fragment must therefore be 
brought into the same line of rotation and axial 
deviation. 

The fractured greater tuberosity is displaced 
externally. The lower, controllable fragment must 
therefore be brought into external rotation. 

In general, the treatment of fractures of the upper 
end of the humerus is accomplished by external 
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rotation and abduction maintained by immobiliza- 
tion in plaster or by traction and suspension. The 
former method permits some ambulatory freedom, 
but as it prohibits early massage, physiotherapy, 
and active and passive motion of the other joints, it 
prolongs the period of disability. 

The traction and suspension method requires 
confinement for about twenty-eight days. Usually 
8 pounds of traction are applied by means of adhe- 
sive straps placed on both sides of the arm. The 
elbow is flexed at right angles and the forearm sus- 
pended by adhesive strips and counterbalanced. 
The arm is supported by a sling balanced by 
weights. Traction is made on the lower fragment in 
the line of the upper, with maintenance of the same 
degree of rotation. Frequent observation by means 
of a portable X-ray apparatus is necessary. The 
application of heat and the use of light massage may 
be begun very early. After twenty-eight days the 
apparatus should be removed and systematic exer- 
cises started. DanteL H. Levintuat, M.D. 


Allison, N.: Congenital Dislocation of the Hip in 
Young Adults. J. Bone & Joint Surg., 1925, vii, 
330. 

The author states that the main difficulty in 
reducing congenitally dislocated hips in older 
children and young adults is the resistance of the 
capsule and the anterior structures about the hip. 
The obstacles to be overcome are: (1) an acetabular 
cavity not of normal development; (2) a femoral 
head irregular in shape; (3) a changed direction in 
the neck of the femur; (4) an adductor group too 
short before operation and injured after operation; 
(5) shortened posterior muscles and fascia; and, (6) 
an iliofemoral band abnormally short and strong. 

Two cases are reported in which the author has 
accomplished the reduction in two stages in the 
following manner: 

The hip was exposed by the Smith-Petersen pro- 
cedure, the anterior capsule divided, and the ilio- 
psoas removed by section of the lesser trochanter. 
The head of the femur was brought forward from 
its posterior position to a position directly above the 
acetabulum. The wound was then closed, caliper 
skeletal traction applied to the lower end of the fe- 
mur, and the patient put to bed. The weight varied 
between 25 and 40 lbs. 

Roentgenograms were taken every week to check 
the progress of the head. At the end of three weeks 
in both cases it was directly opposite the upper 
margin of the acetabulum. At this time a second 
operation was done through the scar. The acetab- 
ulum was found filled with dense fibrous tissue. 
Removal of the fibrous tissue revealed an acetab- 
ulum of good capacity and with normal cartilage. 
The head was placed in the acetabulum without 
difficulty in each case. The wound was closed and 
the limb was held in 45 degrees of abduction. 

In one case the distortion of the femoral neck 
caused an internal rotation of the limb of 90 degrees 
after the reduction. Three months after the re- 








duction of the hip an intertrochanteric osteotomy 

was performed to overcome the internal rotation. 
Roentgenograms showed the head in the acetab- 

ulum in both cases. Frank G. Murpuy, M.D. 


Carothers, R. G.: The Treatment of Fractures of 
the Neck of the Femur. Cincinnati J. M., 1925, 
} vi, 19. 

Carothers classifies fractures of the neck of the 
femur not only according to their location but also 
according to whether they occurred in healthy adults 
or in aged persons. He believes that the best results 
are obtained from the use of the Whitman abduction 
spica cast. If the cast is not extended below the 
groin, the patient is able to sit up in bed with the 
spica leg out of the side of the bed and the body 
weight resting on the opposite buttock. Young pa- 
tients can be up and about in the cast with crutches. 
The cast. should be worn for from six to twelve 
weeks, and after its removal, exercises without 
weight bearing should be given for three months. 
Impactions should not be disturbed unless the frag- 
ments are in a poor position. 

Of the author’s twenty-five cases, death occurred 
during treatment in five, a good result was, obtained 
in nine, treatment is still being given in five, a poor 
result was obtained in three, and the result is un- 
known in three. Open operative treatment was at- 
tempted unsuccessfully in two cases. 

CuHeEsTER C. SCHNEWER, M.D. 


Johnston, L. B.: The Treatment of Fractures of 
the Shaft of the Femur in Children: A Report 
Ww of Thirty-Two Cases. Arch. Surg., 1925, x, 730. 


This article reports the end-results in thirty-two 
cases of fracture of the shaft of the femur in children 
under 12 years of age. The type of treatment chosen 
depended upon the character of the fracture and the 
age of the child. 

Johnston concludes that in the cases of infants 1 
year of age the use of the Van Arsdale triangular 
splint is the best treatment. In fractures in children 
between 1 and 5 years old, with the exception of 
those in the lower third of the femur, the best results 
are obtained by the use of Bryant’s extension. In 
cases of transverse fracture in children from 5 to 10 
years of age reduction should be attempted under the 
fluoroscope and the fracture immobilized in the 
Mechano splint, an adjustable Thomas splint for 
children. In some of the reviewed cases of trans- 
verse fracture a double plaster spica was applied 
immediately after reduction, but the results were 
not as satisfactory as those obtained by the reduc- 
tion and traction method. Most oblique fractures 
were treated by Bryant’s extension but in those in 
the lower third of the femur extension splints were 
used. Rupotpu S. Reicu, M.D. 


Conwell, H. E.: Complete Posterior Dislocation of 
the Left Ankle Joint. Ann. Surg., 1925, Ixxxi, 881. 


Conwell reports a case of marked posterior dis- 
location of the left ankle which occurred when the 
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foot was caught between two cars and the body 
was thrown sharply backward. Complete reduction 
was obtained under ether anesthesia and a posterior 
splint was applied. Later, physiotherapy was given. 
When the patient returned to his work twelve 
weeks after the accident the range of motion in the 
joint was normal. Rupotrs S. Reicu, M.D. 


Sneed, W. L.: The Astragalus: A Case of Disloca- 
tion, Excision, and Replacement; An Attempt 
to Demonstrate the Circulation in This Bone. 
J. Bone & Joint Surg., 1925, vii, 384. 

In complete dislocation of the astragalus it has 
been the custom of most surgeons to remove the 
bone, but the author’s case demonstrates that it is 
possible to obtain good ankle function by replacing it. 

In the case reported the astragalus was com- 
pletely dislocated outward in a fall of 45 ft. As an 


attempt to reduce it was unsuccessful, amputation - 


was considered, but the patient would not permit the 
operation. The foot was in a position of equinovarus, 
displaced forward 34 in. and greatly swollen and 
discolored. On the outer side of the ankle was a 
large tumor. 

At operation, the astragalus was found completely 
free from all its attachments except a small band on 
the lower lateral border. It could not be replaced 
until the peroneal tendons had been cut and the 
bone completely removed. The foot was then ex- 
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tremely inverted, the astragalus put back in its 
normal position, and the external malleolus reduced 
and sutured in position. Roentgenograms made 
subsequently showed the astragalus to be normal 
in position and structure. Today the patient walks 
without a limp and flexion and extension are only 
slightly limited. Eversion and inversion, however, 
are markedly limited. 

In 1883, Norris reported 150 cases of dislocation 
of the astragalus in which the bone was removed. 
Nélaton believed that reduction is contra-indicated 
‘because the destruction of the circulation is such 
that the vitality of. the bone is impaired. Gross 
stated that the bone should be removed in all cases. 

Because of the experience in the case reported in 
this article and the fact that none of the standard 
works on anatomy mentions the circulation of the 
astragalus, the author made a study of the vessels 
going to this bone. He injected five legs through the 
posterior tibial artery, three with bismuth di- 
chloride, one with a 50 per cent solution of sodium 
iodide, and one with 25 per cent collargol. The in- 
jections were made slowly, with gradually increasing 
force, and the pressure was maintained for several 
hours by clamping the piston down. Roentgeno- 
grams of the injected specimens showed that there 
are numerous small vessels supplying the astragalus, 
but did not demonstrate any main nutrient artery. 

WittiaM A. Crark, M.D. 











BLOOD VESSELS 


Reid, M. R.: Abnormal Arteriovenous Communi- 
cations, Acquired and Congenital. II. The 
Origin and Nature of Arteriovenous Aneurisms, 


Cirsoid Aneurisms, and Simple Angiomata.” 


Arch. Surg., 1925, X, 996. 

Cirsoid aneurisms and arteriovenous aneurisms 
are alike in many respects. Both are the result of 
trauma and congenital abnormalities. Trauma is 
by far the most frequent cause of arteriovenous 
aneurisms, and is probably the most frequent cause 
of cirsoid aneurisms. Clinically, both conditions 
lead to enormous dilatations and pulsation of the 
involved veins and proximal arteries. Both may be 
cured by obliterating in some way the abnormal 
arteriovenous communications, and often neither 
can be cured in any other way. 

Reid concludes that there is no difference between 
cirsoid aneurism and arteriovenous aneurism except 
that cirsoid aneurism is the condition which results 
where abnormal ateriovenous communications occur 
in the more peripheral and smaller vessels. 

The great majority of so-called angiomata are 
composed simply of swollen blood vessels and do 
not exhibit the qualities of independent growth 
characteristic of true neoplasms. Angiomata are 
the common sites of origin of cirsoid aneurisms. The 
fate of angiomata is probably determined by the 
freeness of their arteriovenous anastomoses and the 
strains to which they are subjected. 

Reid reviews the important literature on the sub- 
ject and cites several interesting cases reported. 

Cart R. StetnkeE, M.D. 


BLOOD; TRANSFUSION 


Davidson, E. C., and McQuarrie, I.: Hzmophilia: 
A Study of the Blood, the Clinical Course, and 
the Heredity in Three Cases. Bull. Johns Hopkins 
Hosp., Balt., 1925, xxxvi, 343. 

The most recent articles on hemophilia have 
dealt almost exclusively with the abnormalities of 
the blood. There is as yet no universally accepted 
explanation of the etiology of the condition. 

The authors describe a typical, large, hemophiliac 
family with fourteen proved cases of hemophilia in 
eight generations, and report in detail two of the 
cases representing the sixth and seventh generations. 
Two normal female members of this family presented 
no evidence of the condition either clinically or in 
the blood examination. The hereditary transmission 
occurred according to the law of Nasse, in that only 
males were affected and the transmission occurred 
only through unaffected females of the family. Of 
the females capable of transmitting the disease, 
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83.3 per cent are known to have done so. Among the 
potential hemophiliacs, 51.8 per cent have proved 
to be bleeders. 

One typical case of sporadic hemophilia is de- 
scribed. The clinical picture and the blood abnor- 
malities are identical in the sporadic type and the 
hereditary type of the disease. 

In the cases of hemophilia the blood coagulation 
time and the prothrombin time were from twice to 
twenty-five times as long as the normal. In the 
case of each person with hemophilia, they both 
varied from time to time to a considerable degree. 

The finding by Minot and Lee of a qualitative 
platelet deficiency without a diminution in the num- 
ber of platelets has been confirmed. 

In the cases of hemophilia the bleeding time, the 
capillary resistance, the nature of the blood clot 
when finally formed, the amount of blood calcium, 
and the number of blood platelets were normal. 

The most effective treatment for hemorrhage in 
hemophilia is blood transfusion. Blood transfusion 
should be employed as a prophylactic measure pre- 
ceding surgical operations. 

Howarp A. McKnicut, M.D. 


Bancroft, F. W.: Anuria Following Transfusion. 
Ann. Surg., 1925, |xxxi, 733. 


The author reports the case of a woman suffering 
from uterine bleeding who was given 400 c.cm. of 
blood by the Unger method. Anuria began on the 
first day after the transfusion and continued for 
nine days. Only 1 oz. of urine was passed in twenty- 
four hours. The blood urea increased to 70.84 mgm. 
and the creatinin to 2.29 mgm. per 100 C.cm. 
(Edema of the legs and back developed and the 
patient became unconscious. Complete decapsula- 
tion of both kidneys, performed under nitrous-oxide 
anesthesia, was followed by recovery. 

Kidney complications following transfusion are 
rare. They are of two types: primary hemoglo- 
binuria followed by anuria, and the type similar to 
that in the author’s case in which there is no sign 
of hemoglobinuria. In the literature eight cases of 
oliguria following transfusion have been reported. 
In seven, the oliguria was preceded by hamoglo- 
binuria. In only one was the anuria primary as in 
Bancroft’s case. In the first type, if the donor’s 
blood is of the proper group, the hemoglobinuria is 
due apparently to a toxic protein elaborated in the 
blood which breaks down the red cells and clogs 
the kidney capillaries. 

Bancroft cites « number of cases from the litera- 
ture in which oliguria but not complete anuria fol- 
lowed transfusion. He believes that in desperate 
cases decapsulation is indicated. 

Witram J. Pickett, M.D. 
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MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Fisher, D., and Mensing, E.: Insulin-Glucose 
Treatment of Surgical Shock and Non- 
Diabetic Acidosis. Surg., Gynec. & Obst., 1925, 
xl, 548. 


The authors have followed the leadership o 
Thalheimer who was the first to use insulin in non- 
diabetic acidosis successfully. In this article they 
report its use in nine cases. In addition to non- 
diabetic acidosis and post-anesthetic toxaemias, 
they have employed it successfully in twenty-two 
cases of shock. 

They use from 500 to 1,000 c.cm., of a 10 per cent 
solution of glucose intravenously, consuming at 
least an hour for its administration. The amount 
of insulin employed depends upon the amount of 
glucose injected. For every 3 gm. of glucose injected, 
1 unit of U-2o insulin is used. If H-2o insulin is 
employed, 1 unit is given for every 2 gm. of glucose. 
The insulin is administered subcutaneously and 
preferably in two doses, the first, five minutes after 
the beginning of the glucose injection and the 
second at the end of the glucose injection. 

If glucose is present in the urine afterward, there 
is of course no danger of an insulin reaction and the 
glycosuria can be easily cleared up subsequently by 
additional insulin injections. To counteract the 
tendency of the glucose to deplete the fluid content 
of the tissues, fluids are usually given by rectum at 
the same time that glucose is given intravenously. 

In cases of pre-operative acidosis the results seem 
as gratifying as those obtained when the glucose 
and insulin are given postoperatively. Before opera- 
tion this treatment frequently transforms a poor 
surgical risk into a safer one. 

When the results of the administration of glucose 
alone were uncertain, the picture was immediately 
changed by the secondary administration of insulin 
subcutaneously. The incessant vomiting of acute 
peritonitis was checked by glucose and insulin. 

The authors believe that in shock the heat energy 
supplied to the cells by the rapid oxidation of glu- 
cose at a time when the normal oxidation is checked 
isa vital factor in the recovery of the cells. 

Fisher and Mensing do not claim that the use of 
glucose and insulin replaces blood transfusion and 
other measures well-known in the management of 
shock, but they regard it as a valuable adjunct 
which should be considered in cases of severe shock. 
They report in this article several cases of shock in 
which, in addition to other measures, the intrave- 
nous administration of glucose and the subcutaneous 
administration of insulin were unquestionably of 
great value. 
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Among the cases reported were such conditions as 
profuse hemorrhage following exploratory thora- 
cotomy, perforation of a duodenal ulcer into the 
pancreas, and fracture of the twelfth dorsal vertebra 
necessitating laminectomy. In the last case men- 
tioned, 2,000 c.cm. of a ro per cent glucose solution 
and 60 units of U-20 insulin were given. Five days 
later, when the patient was operated upon a second 
time, 1,000 c.cm. of glucose solution and 30 units of 
U-20 insulin were given on account of intense shock. 
In five hours the patient was out of danger. 

The authors urge independent clinical investiga- 
tions along these lines in order that the treatment 
may be placed upon a firm clinical basis. 

Harotp M. Camp, M.D. 


Chipman, W. W.: An Address on Cancer Pro- 
phylaxis. Canadian M. Ass. J., 1925, xv, 4067. 


The two principal factors concerned in cancer are 
senile changes and chronic irritation. A true pro- 
phylaxis would therefore consist in measures to 
modify the former and prevent the latter. Chipman 
divides prophylactic procedures into general meas- 
ures and special measures. General measures 
should deal with the general health, the state of 
nutrition, and factors favoring premature senescence. 
Diet is of importance both quantitatively and 
qualitatively. Over-eating and over-drinking cause 
premature old age, a lowering of resistance, and a 
disturbance of balance in the tissues. If the diet 
contains irritants, the dietary measures used would 
fall into the group of special prophylactic measures 
which are concerned with hygiene and the prevention 
of irritation. The parts of the body most frequently 
subject to chronic irritation are the skin, the ali- 
mentary system, and the genito-urinary tract. 
Chipman gives five rules for the prevention of 
cancer of the uterus. 

In conclusion he says that for cancer prophylaxis 
we must reform our ways of living, keep ourselves 
clean within and without, subdue or remove chronic 
irritation, and be ever on the watch against malig- 
nancy. Special education of the laity with regard 
to cancer must remain largely under the supervision 
of the medical and nursing professions. 

Emit C. Ropirsnex, M.D. 


GENERAL BACTERIAL, MYCOTIC, AND 
PROTOZOAN INFECTIONS 


Brown, A.: The Treatment of Septicemias and 
Intoxications in Infants and Children. Wéis- 
consin M.J., 1925, xxiii, 645. 

Brown uses the method of exsanguination fol- 
lowed by transfusion which was advocated by 

Robertson in the Archives of Surgery for July, 1924, 
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He quotes the description of the technique from 
Robertson’s article. The method is applicable to 
infants only. 

The curative effect of this treatment in certain 
toxemias and septicemias in children has been 
amply demonstrated clinically and bacteriologically. 
The results are probably brought about in two ways: 
(1) mechanically, by the removal of a large amount 
of the toxin or bacteria as the case may be, and (2) 
serologically, by the addition to the blood of the 
complement and immune bodies normally present in 
adult blood. The method has been employed chiefly 
in acute intestinal intoxication, erysipelas, septice- 
mia, septic scarlet fever, resorcin poisoning, acidosis, 
and the toxemia of severe burns. The results ob- 
tained in the various conditions are shown in tables. 

The method of exsanguination has been used also 
in conditions in which there appeared to be a form 
of unknown toxemia and all previous methods of 
treatment were unsuccessful. Improvement and 
cure have resulted in cases of severe acidosis of un- 
known etiology, primary peritonitis, infectious 
diarrhoea in which there is always an associated 
toxemia, and diabetic coma. No apparent benefit 
was noted in cases of uremia, the toxemia of intus- 
susception, and general peritonitis. 

The operation should be performed only by a 
skilled surgeon. The most striking results are ob- 
tained in the toxemia of burns (mortality reduced 
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55 per cent), erysipelas of the newborn (mortality 

reduced 45 per cent), acute intestinal intoxication 

(mortality reduced 40 per cent), and septicemia. 
Car R. STEINKE, M.D, 


SURGICAL PATHOLOGY AND DIAGNOSIS 


Robertson, H. E.: Better Postmortem Service. 
J. Lab. & Clin. Med., 1925, x, 486. 


The author states that whenever a patient dies 
it is the duty of the physician or surgeon to obtain 
from the case the utmost possible information for 
the benefit of the living. The postmortem examina- 
tion is almost a necessity if this information is to 
have any real value. We should therefore be willing 
to give permission, and make it a custom to ask 
permission for this examination. 

The examination should be conducted in a quiet, 
orderly, and respectful manner, and should be as 
systematic and thorough as possible. The gross 
specimens should be prepared with care for the 
purpose of demonstrating the lesions to others. 
The microscopic study should be complete. 

Every fatal case should be reviewed by all 
physicians who had contact with the patient during 
life and the conclusions reached and the lessons 
learned should be recorded. Last but not least, the 
patient’s relatives should be given full and complete 
information of all of the medical aspects of the case. 
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